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The Alliance of Midwives, Maternity and Neonatal Nurses 
of Newfoundland and Labrador 
(A Special Interest Group of the ARNN) 
Newsletter No. 22 (new issue) - January, 1997 
The Alliance Newsletter was initiated to communicate news that 
was in keeping with the Alliance objectives including maternal-
child issues and professional education, to the members. It is with 
regret that this Newsletter now has to announce the demise of the 
"Alliance". As you know, th~ Atlantic Nurse-Midwives Association 
was formed in 1974 and shortly afterwards the Atlantic Maternal and 
Newborn Association was formed. However, by 1980 the nurses in the 
Maritime provinces were joining NACOG, and due to the decline -in 
membership the Associations had "gone into a sleep". 
In April 1983 a meeting was held at ARNN House of people 
interested in maternal-child issues, and there was discussion about 
resurrecting the Associations. The midwives met the following week 
and became the Newfoundland and Labrador Midwives Association. 
Midwives have continued to meet a few times a year to maintain 
their identity and be members of the national midwives group 
(CCM/CCSF). A further meeting of persons interested in the care of 
mothers and babies met in May 1983 when an executive committee was 
formed and the first annual general meeting was held in September. 
All monies left in Newfoundland from the Atlantic Associations were 
placed into one account (and the Midwives Association has not had 
its own bank account). The name eventually decided upon for this 
newly formed Association was the Alliance of Midwives, Maternity 
and Neonatal Nurses of Newfoundland and Labrador. For more 
information see the history written in the Alliance Newsletters 
numbers 12 to 15, 1994-1995. 
Since September 1995 the Alliance has been without a 
president. Then in October 1996 both the secretary and treasurer 
wrote to paid-up members advising that they were resigning on 
December 31, 1996. Members were asked to nominate people for the 
vacant positions on the executive committee (president, secretary, 
treasurer). Only one nomination (treasurer) was received. 
Therefore, the Alliance is now in the position of "winding down" 
its affairs. There is still some money available for a 1996 member 
to attend a conference (see conference listing). 
The Newfoundland and Labrador Midwives Association is still in 
existence and the 1997 membership form, and call for nominations, 
is at the end of this Newsletter. We look forward to keeping in 
touch with many of you through this Association. In 1994 the 
midwife members voted to accept the Constitution and Bylaws which 
allow for midwives to be full members and other interested persons 
to be associate members. 
I have enjoyed being your Editor, since January 1992, and 
thank those who have contributed articles and other items. 
1997 Membership fees are due - application form at the back. 
Nominations for the Midwives Association executive are requested 
Pearl Herbert, Editor, 
School of Nursing, Memorial University of Newfoundland, 
st. John's, NF AlB 3V6 (Phone: 709-739-6319/Fax: 737-7037) 
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Association Options. The following is provided for those readers 
who are wondering about other options now that the Alliance is "no 
more". 
1. The Association of Women's Health, Obstetric and Neonatal 
Nurses (AWHONN formerly NACOG). Included in the membership fee 
for this group are: JOGNN, the Voice newsletter, discounts at 
AWHONN conferences, and membership in the Canadian Obstetric, 
Gynaecologic and Neonatal Nurses (COGNN) plus their 
newsletter. (One has to be a member of AWHONN resident in 
Canada to be a member of COGNN). COGNN is a special interest 
group of AWHONN and has affiliate status as a special interest 
group of the Canadian Nurses Association (CNA) (as it does not 
have the required number of CNA members to meet the criteria 
to be a full CNA special interest group). 
The annual AWHONN membership for the district which includes 
Newfoundland is currently $112 US (approx. $1 US= $1.30 Cdn). 
Address: AWHONN, 700 14th Street NW, Suite 600, Washington, DC 
20005-2019 (Fax: 202-737-0575). 
2. The National Association of Neonatal Nurses (NANN). Included 
in the membership fee for this group are: Neonatal Network (8 
issues a year), the Central Line newsletter, access to the 
Net, discounts at NANN conferences. The Canadian Association 
has ceased. 
The annual NANN membership fee is $65 US plus $10 US for 
membership in special interest groups. 
Address: NANN, 1304 Southpoint Boulevard, Suite 280, Petaluma, 
CA 94954-6861 (Fax: 707-762-0401). 
3. Society of Obstetricians and Gynaecologists of Canada (SOGC). 
Included in the membership fee for this group are: Journal, 
discounts at SOGC conferences. When joining one indicates 
their profession and it is requested that midwives join as a 
midwife and nurses as a nurse. (One can only be in one 
category). 
The annual SOGC membership fee is $60 Cdn for either midwife 
or nurse. 
Address: SOGC, 774 Echo Drive, Ottawa, ON KlS 5N8 (Telephone: 
1-800-561-2416). 
4. Newfoundland and Labrador Midwives Association (NLMA). The 
objectives of the Association include identifying areas of 
concern in which improvement in care is needed from 
preconception to postpartum, in the hospital and the 
community; promoting research in the areas of maternal, 
neonatal, family care and midwifery; etc. 
According to the Constitution and Bylaws (1994), accepted by 
the members in October 1994, membership is composed of: 
a) Full members - midwives who have graduated from a 
recognized midwifery programme (International Definition of a 
Midwife) ; b) Associate members - those who have an interest in 
midwifery matters but are not midwives. 
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The Constitution and Bylaws show the conditions required for 
the formation of Chapters, the duties of the Executive 
Committee, and the formation of Ad Hoc Committees within the 
Association. 
Depending on the wishes of members there could be a newsletter 
four times a year (the present cost to the Alliance is $1.50 
a copy for printing and mailing) , discounts at any NLMA 
conferences. 
The annual membership fee (in Canadian dollars): 
$30 for full members (midwives - see definition) - the 
CCM/CCSF membership is increasing as Associations have to pay 
for two teleconferences (approx $150) plus $5 per member. 
$15 for associate members (non-midwives). 
$10 for unemployed/retired members (midwives/non-midwives). 
$40 for members outside of Canada (midwives/non-midwives). 
Address (until the Executive is announced): Pearl Herbert, 
cfo School of Nursing, Memorial University of Newfoundland, 
St. John's, NF AlB 3V6 
Newfoundland and Labrador Midwives Association has met and details 
are included in the following report on midwifery across Canada. 
The next meeting will be after the membership forms and nominations 
are received. Nominations are urgently required as a bank account 
has to be opened. The request to send cheques or money orders to 
Pearl is because to make a nomination, or to be nominated, one has 
to be a member i.e. has to have paid their membership fees. When a 
treasurer is appointed then the cheques will be handed over and 
placed in the bank. (This has been discussed with other members). 
When a decision is made regarding the Alliance money the 
possibility of a teleconference call to sites with several members 
will be explored. 
Priends of Midwifery have been continuing their lobbying 
activities. They are planning a February meeting. For information 
contact: Joan Macintosh, telephone: 722-5930. 
Midwifery Report, from information provided at the Canadian 
Confederation of Midwives/Confederation Canadienne des Sage-Femmes 
(CCM/CCSF) November 1996 meeting. Next meeting is March 6, 1997. 
Yukon. All primigravida women have to go to Whitehorse for the 
birth of their baby. If they are multigravida women who live in 
either Dawson City or Watson Lake they may have their babies at the 
centres there. All other women go to Whitehorse which is expensive 
as no housing is provided. A general practitioner usually attends 
the birth as there is only one obstetrician for the whole 
territory. The new hospital was due to open in November and the 
rooms are designed so that the mother stays in the same room from 
admission, for the birth, to when they are discharged. The hospital 
is very supportive of midwives, but unfortunately, as far as it is 
known, there are no practising midwives in the territory except, 
perhaps, in the aboriginal community. 
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British Columbia in May 1993 legislation for autonomous 
midwifery was announced. In April 1996 the government agreed to 
publicly fund services provided by registered midwives, and a 
College of Midwives was formed. The same insurance company who 
provide liability insurance for Ontario midwives has given a 
proposal to the Midwives Association but nothing can be finalised 
prior to the approval of the bylaws. Coverage may also be available 
for student midwives and sec.ond attendants. The draft of the by-
laws was circulated to all stakeholders. Not until the feedback has 
been assessed, revisions completed and approved, can a call can be 
made for those who wish to apply to become registered to practice 
midwifery in BC. Certification for neonatal resuscitation, 
including intubation skills, will be a requirement. Meanwhile, a 
sub-committee of the Midwifery Implementation Advisory Committee 
(MIAC) has written a draft of Model Midwifery Staff Bylaws for 
hospitals to use when reviewing their bylaws to incorporate 
privileges for registered midwives; the BC Hospital Association has 
formed a working group to develop an implementation manual for 
integrating midwives into hospitals in BC; the BC Women's Hospital 
has approved a Midwifery Implementation and Integration Steering 
Committee which will be a resource for other hospitals in the 
province; and work is continuing on the Home Birth Demonstration 
Project so that it can begin as soon as there are practising 
registered midwives. As yet there are no plans for a midwifery 
education program in BC. In the future, when midwives register with 
the College of Midwives they will also be required to pay the fees 
to become members of the Midwives Association of BC. 
Alberta. Midwives have been submitting their portfolios for 
assessment and 40 have progressed to the written and practical 
examinations. A NARM exam was used as the written one but most 
midwives considered that it was not sufficiently extensive to 
assess knowledge and skills for the scope of practice in the 
Alberta regulations. There will be a group of assessment and 
learning modules for competencies not included in the summer exams 
e.g. medications, well woman care including family planning 
(fitting of caps and diaphragms, obtaining specimens, IV and 
venipuncture, and knowledge of the health care system. How to 
provide supervision and additional education for midwives who have 
never done primary care or whose practice is many years out of date 
still has to be finalised. Registration is expected in the spring 
or summer of 1997. Full implementation is expected to be January 1, 
1998. The government still has to decide the method of 
remuneration. Centralized funding could result in more consistency 
in how midwifery is implemented across the province. The Ministry 
has set June 1, 1997, for the deadline for the agreement between 
the midwives, Ministry of Health, and the Regional Health 
Authorities. Funding has been received to hire a public education 
coordinator who will be responsible for the dissemination of 
information about midwifery implementation to professionals and 
consumers across the province. There is a new video "Midwifery in 
Alberta" which the Ministry of Health is reluctant to include as 
part of the public education strategy because they perceive that 
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there is too much nudity. The Ministry of Advanced Education has 
requested the universities to submit proposals for midwifery 
education which include a form of partnership with the ontario 
programme. The target date for the admission to the education 
programme is September 1998. 
Saskatchewan. In August 1994 the government appointed the 
Midwifery Advisory Committee, and in May 1996 the final report was 
handed to the Minister of Health. The report showed a need for 
midwifery in Saskatchewan and recommended the legalization of 
midwifery as an autonomous profession, public funding, homebirth, 
and a section which shows that midwifery is cost effective. 
Feedback to the Minister from professional organizations had to be 
in by June. The topic is to be discussed in Cabinet in February 
1997. The two midwifery practices, in Saskatoon and Regina, 
continue to be very busy. Midwives from the Saskatchewan 
Association represented the Canadian Confederation of Midwives at 
the National Neonatal Resuscitation Group meeting and at the Blood 
Pathogens conference. The message from the latter conference was 
that all health workers know their status and be vaccinated against 
hepatitis B. People who are positive for hepatitis B should not 
work in high risk activities i.e. in midwifery. 
Manitoba. The draft legislation is scheduled for first reading 
in the Spring of 1997. Consultation with aboriginal and health care 
groups is continuing through out the winter. The Equity 1 Access 
committee is continuing to work on ensuring equal care and equal 
access to midwifery education across the province. The assessment 
and upgrade process for currently practicing midwives, or those 
with education from another jurisdiction is also on-going. The NARM 
standards are being used for certifying these midwives, and a 
minimum of 10 births must have been outside a hospital (or similar 
agency). The Practice committee has developed draft Guidelines for 
home births. Guidelines for the implementation of midwifery in 
various agencies are being developed. The completed Competency 
Profile for Midwives is being developed into a three-year education 
programme. Various options for the education programme are being 
investigated, including working with other western provinces. 
Optario. The first graduate class of midwives received their 
degrees in 1996. They are now booking clients at their placements 
with existing practices. Several more new registrants will be the 
result of the completion of the Prior Learning Assessment process. 
As the demand for midwi·fery services increases and as under 
serviced communities identify the need for midwives, a steady 
influx of new registrants will be necessary. At present 45% of all 
midwifery clients birth their babies at home, and it is anticipated 
that this trend will continue. currently one woman is turned away 
from care for every woman who is accepted, which is unfortunate and 
frustrating for both the clients and the midwives who are fully 
booked. The database developed by the Standards and Research 
Committee of the Association of Ontario Midwives has been released 
to practices who are being provided with disks and set-up support 
at cost, and the reporting mechanism is now being finalised. The 
temporary funding agency, Lebel Midwifery Care Organization (LMCO) , 
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is comprised of a volunteer board of consumers who administer the 
funding agreement. Now midwifery funds are to be devolved to local 
transfer payment agencies. There is a concern that the model of 
practice may be compromised at a local level, that there will be 
inappropriate local agencies which will compromise access, and that 
the autonomy of the group practice may be compromised. These 
concerns are being discussed with the Minister's Office and other 
Ministry staff. . 
Quebec. The seven pilot projects (as a result of Bill 4) are 
functioning smoothly. The eighth one had to close because of a 
shortage of midwives due to sickness and leaves of absence. There 
have been 1500 babies born at these birthing centres. The 
collection of data concludes in December although the evaluation 
process will continue. It is hoped that the Minister of Health will 
make a "Declaration of Intent" to legalise the practice of 
midwifery in 1998. Then a College of Midwives could be put in 
place. There has been acceptance by the College of Physicians 
supported by the Minister of Health, although the Association of 
Obstetricians and Gynaecologists continue to reject the idea of 
births taking place outside a hospital. A document, prepared by 
midwives and physicians, was presented to the government which 
proposed that the health system opens its doors to all accredited 
midwives who seek a right of practice in a hospital setting while 
still maintaining their autonomy of practice. This is a step 
towards legalizing midwifery in Quebec. The president of the 
College of Physicians considers that the wish of families to have 
midwives care for them through their maternity and birthing 
experience should be answered by offering the service within the 
health system so that all can benefit from an alternative approach. 
He has obtained the accord of all the medical associations involved 
and invites midwives to work as members of the health care team in 
perinatal settings. He has also invited the universities in Quebec 
to open their doors to midwives and offer educational programmes. 
Nova Scotia. In April 1996 the Reproductive care Programme 
Review Committee was commissioned by the Minister of Health to 
study midwifery for the province. 
Newfoundland. The Newfoundland and Labrador Midwives 
Association (NLMA) maintains its own identity within the Alliance 
of Midwives, Maternity and Neonatal Nurses of Newfoundland and 
Labrador (formed in 1983). The Alliance has four Newsletters a year 
and members in the st. John's area also have meetings but there has 
been no Alliance president for the past year, and both the 
Treasurer and Secretary have given notice that they are resigning 
at the end of December. As members are not rushing to fill these 
vacancies the future of the Alliance is "hanging in the balance". 
Forming a COGN/AWHONN Chapter has been discussed but membership 
fees are very expensive and few could attend conferences to benefit 
from the discounts offered. The NLMA has its own executive but at 
present all monies are with the Alliance .• The NLMA members have 
accepted their own Constitution and Bylaws (1994) although they are 
not fully in effect because of the ties with the Alliance. In the 
NLMA Constitution people who are not midwives but who have an 
.. ' . . 
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interest in midwifery can become Associate members. The Minister of 
Health has not moved to accept the 1994 recommendations of the 
Provincial Advisory Committee on Midwifery which included that 
midwifery should be an autonomous profession. 
The NLMA had a meeting on October 22 in st. John's and 
discussed the letter regarding the Baby Friendly Initiative (BFI) 
and the statement regarding early hospital discharge. It was 
decided that the BFI concept . and committee are acceptable but the 
NLMA has no money and hence is unable to consider any financial 
commitments. The early hospital discharge statement was considered 
to contain deficiencies especially with regard to breastfeeding, 
and so there was not endorsement of this statement. 
The Friends of Midwifery are continuing their lobbying 
activities. In the summer they met with the policy advisers to the 
Minister of Health, and in October had a table at the provincial 
women's conference, presented at the Strategic Social Policy 
Advisory hearing and are following this with a written document. 
The past-president has recently returned to Ontario. Membership is 
fluid as expectant parents join for a few months but then leave to 
be replaced by others. 
The merging of hospitals in the St. John's area continues. The 
transfer of obstetrics, gynaecology and paediatrics to the General 
Hospital (a tertiary care centre) at the Health Sciences Centre has 
been delayed for about two years until a new annex is built. It 
appears that following this move 24 hour discharge after a birth 
could be the norm. 
Robyn Beaudry, one of the midwives in the St. John's area, has 
recently completed her masters in nursing degree. The title of her 
thesis is "Woman's Lived Experience with Midwifery Support: A 
Phenomenological Study". For information contact her at: Box 126, 
RRl, Paradise, NF AlL lCl; e-mail: dbeaudry@nfld.com 
Ro reports from New Brunswick, Northwest Territories, Prince 
Edward Island. 
criminal Records Review. The new B.C. Criminal Records Review Act 
is designed to help protect children from physical and sexual 
abuse. The act makes a criminal record check mandatory for anyone 
who works with children (under 19 years) , or who may have 
unsupervised access to children in the ordinary course of their 
employment. The law applies to all current and new members of 
professional regulatory bodies and all current and new employees 
working in organizations operated, funded or licensed by the 
provincial government - more than 280,000 British Columbians. The 
professional regulatory body requests the checks and not employers. 
The information is collected from each registrant and forwarded to 
the Ministry of Attorney General whose department checks with both 
provincial and RCMP information. Apparently a criminal record is 
noted both nationally and internationally by interpol. When a 
lawyer at the canadian Nurses Protective Society was asked about 
this she said that it is something which will eventually be 
introduced in all provinces and territories. 
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Braastfaedipg Committee for canada {previously the Canadian Expert 
Working Group on Breastfeeding). This committee, on which Pearl 
represents midwives, had telephone conferences on September 27, and 
December 11, 1996, and the following are from her notes. 
Members: There was a change of members representing La Leche League 
and SOGC. Roberta Hewatt is co-chairperson with Cheryl Levitt as 
from January 1, 1997. 
Newsletter: A copy of the the newsletter is enclosed as it has been 
sent to the BCC members to distribute to as many people as 
possible. There is a slip to complete and return to indicate if 
future copies are wanted. The cost for two newsletters a year will 
be $10.00, and $3.00 for a position statement (these are the usual 
prices charged by professional organizations). 
Baby Friendly Hospital Initiatives: The Minister of Health sent a 
letter to his counterparts regarding the BFHI and to date there had 
been four replies (Manitoba, New Brunswick, Newfoundland, 
Saskatchewan) supporting BFHI. Discussion included the best way to 
assess what is known about BFHI; how to correct mis-information; 
how do current educational programmes fit with BFHI; do hospitals 
have problems implementing BFHI; do the regional health board 
members know about BFHI? 
Baby Friendly Initiatives Conference: There are plans to launch the 
initiative during the 1997 Canada Breastfeeding Week (40th week of 
the year). Discussion regarding personalities who would attract 
media attention; should the conference be piggy-backed onto another 
conference. British Columbia members are looking into arranging to 
hold the conference in that province. 
Breastfeeding Committee for canada: There is a need for 
organizations to give their recognition of BCC as authority for the 
Baby Friendly Initiative (BFI). 
Canadian Paediatric Society Position Statement: Facilitating 
Discharge Home Following a Normal Term Birth: Comments have already 
been requested regarding this CPS Position Statement. There are 
concerns about giving an endorsement. (The CCM/CCSF did not endorse 
this position statement). 
Financial Donations to BCC: There was a discussion about whether or 
not the BCC could apply for charitable status. [How people could 
get a slip for their income tax return]. 
Remember to complete the form if you wish to receive the BCC 
newsletter. 
Pormula for Infant Peeding. In Canada the annual total spent on 
infant formula is $147 million. This figure includes the product 
only and does not include the money spent on bottles, nipples, 
pacifiers and other pharmaceuticals, medical and hospital costs, or 
parental sick days. The annual cost of antibiotic treatment for 
otitis media is $100 million. Annual total pharmaceutical sales is 
$5 billion. The companies who benefit from the formula sales are: 
Ross Abbott (Similac), Wyeth-Robinson Hall (SMA), Bristol Myers 
Squib (Enfalac), Sandoz/Ciba (Gerber), Johnson & Johnson (feeding 
bottles), Glaxo-Welcome (complementary foods), Mead Johnson 
(advertising formula contrary to the WHO Code). 
Volwne 1, Number 1, Falll996 
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1bc protection, promotion and support of 
brcastlccding within Canada as the optimal 
method of inhnt f~g. 
Establish brcastfccding as the cultural nonn 
for in&nt feeding within Canada. 
o•J•e••••• 
Provide ongoing expert advice and 
recommendations on brcast!eeding to 
governments and organizations on rcSC2t'Ch, policy 
and program dnrelopmcnt and diccction. 
Facilitate the development of collaborative 
stntcgics to promote, support and protect 
brcastfccdin · r---~-gan~wu.a. 
Provide a fonun for addressing issues 
brought forward to the group. 
Share information and maintain ongoing 
communication between governments and 
organizations to protect, promote and support 
brcastf~:-~lg. 
•••••r•IIIJI 
1bc group consists of independent experts 
and representatives of the foUowing associations or 
organizations : 
Aboriginal Nurses Association of Canada 
Canadian Lactation Consultant Association 
Canadian Confederation of Midwives 
Dieticians of Canada 
Canadian Hcalthcarc Association 
Canadian Institute of Child Health 
Canadian Medical Association 
Canadian Nurses Association 
Canadian Pzdiatric Society 
Canadian Perinatal R.cgionalization Coalition 
Canadian Pharmaceutical Association 
Canadian Public Health Association 
College of Family Physicians of Canada 
Fcderai/Provincial/fcrritorial Group on Nutrition 
Heald\ Canada 
lNFACf Canada 
La Lcchc League Canada 
Uguc La Lcche 
Society of Obstetricians and Gynzcologists 
of Canada 
UNICEF Canada 
Rotating members elected to a two ycu tcnn 
···•••6• 
Held approximativety once a ycu. Sub-
committees work on identified issues on an 
ongoing basis. 
~llllorl•l C•••lll•• 
Jacki Glover, Marie Labrechc. Cheryl Levitt, 
Mary O'Brien, Marilyn S:mdcrs, Picrrettc Tremblay. 
Statements and opinions expressed in this 
newsletter arc those of the authors and not 
neccssuity the opinion of the member 
organizations. 
WORKING TOWARD CHANGE 
Expert Working Group changes name; establishes National 
Authority for Baby-Friendly Initiative in Canada. 
Co-CHAIRS MESSAGE · 
Wc1come to the first issue of 
Brcastfecding Canada, the nC"Wsletter 
of the Breastfccding Committee for Canada. 
We arc delighted to have the 
opponunity to protect, promote and 
suppon brcastfeeding through this 
nC"Wsletter. The Brcastfeeding Committee 
for Canada (BCC), formerly known as the 
Canadian Expert Working Group on 
Bn:astfeeding. was established in 1991 as a 
Health Canada Initiative, following the 1990 
World Summit for Children. The BCC is 
composed of invited representatives of 
national health and professional 
organizations and associ2tions, and 
individual breastfecding experts, working 
collaborativcly to make breastfeeding the 
norm in Canada. 
Over the past four years, we have 
networked together and participated in a 
number of initiatives, such as • providing 
input into the National Plan of Action for 
Nutrition regarding infant feeding ; 
• providing consultation and feedback to 
Health Canada's Social Marketing Strategy 
which includes a series of posters and transit 
ads entitled "Brcastfc:cding Anywhere 
Anytime• ; • publishing letters in the 
Canadian Medical Associ2tion journal 
1995;152(10):1587, and the Canadian Family 
Physician 1995;41:2086-7, dnwing 
physicians• attention to resolution No. 47.5 
of the World Health Assembly, which was 
adopted in 1994 with the suppon of Canada. 
This resolution urges member states to 
•ensure that there are no donations of free 
or subsidized supplies of breast-milk 
substitutes and other products covered by 
the International Code of Marketing of 
Breast-milk Substitutes in any part of the 
health care $ystcm•. We also submitted a 
proposal to Health Canada to undertake a 
needs assessment regarding the Baby· 
Friendly Initiative (BFID/BFI) in Canada. 
Our primary strategy for the next two 
years is to implement the BFlD/BFI in 
Canada. You can read more about this 
exciting development in this nC"Wslener. 
The Brcastfeeding Statement of the 
Breastfeeding Committee for Canada, which 
provides specific recommendations directed 
at governments, organizations and 
individuals, is now available and can be 
obtained from the BCC. We will also soon 
publish Guidelines for Accepting Donations, 
Grants and Gifts, Relative to the Protection. 
Promotion and Support of Brcastfeeding 
which will assist governments, organizations 
and individuals to make decisions about the 
appropriateness of these opportunities. 
Watch for this in a futUI"e edition of the 
newsletter. 
Our sub-committees consist of 
Education-Research, Legal Issues, BFHIIBFI 
Steering and Cornmuniations. They will 
devote their energies to launching the 
BFHI/BFI in Canada over the next two ye2rs. 
We arc all volunteer representatives. 
Fundraising will be a key to our success. We 
value your input, ideas and suppon, and 
welcome your feedback and suggestions. 
Please read about •corresponding members• 
in this nC"Wsletter and let us know what you 
think. 
Marie Labrkhe 
H~lth Canada 
Cheryl Levitt 
College of Family PhysicW1s of Canada 
• 
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The Breastfecding Committee for Canada (BCC) has identified 
the Baby-Friendly Initiative as its primary str2tegy for the protection, 
promotion and suppon of brca.stfccding for the next two yCU'S. 
WHO/UNICEF guidelines state that each country must identify 
a BFI-U Authority to facilitate the assessment and monitoring of the 
progress of the programme. The DCC is the National Authority for 
the BFHI/BFI, which will be implemented through provincial action. 
The 112me of the Baby-Friendly Hospital Initiative has been 
changed to Baby-Friendly Initiative to reflect the continuum · 
of~ for brc:astfecding mothers and babies outside the hospital 
environment. The BCC and its sub-committees are focussing all 
their effons on preparations for an official launch of the BFHIIBFI 
in Canada. This launch will include a national media event and 
a conference:. 
The: Honorable David Dingwall, Federal Minister of Health, 
sent a letter to his provincial counterparts in support of the: 
BFHVBFI. We hope that provincial organizations and individuals 
will usc the opportunity to lobby their provincial health ministers 
about the implementation of the BflWBFI in their provinces. 
Government representatives to the Federa.VProvinciaVfcrritorial 
Group on Nutrition meeting on May 16/17 were requested to 
support the: letter from the Federal Minister of Health at the 
provinciaJ/territoriallevcl and to assist their ministers to identify 
the organization/person/people to establish provincial/territorial 
BFHI/BFICommittees. 
The BFHIIBFI is an international programme based on the Ten 
Steps to protect, promote and support breastfecding, established in 
1991 by UNICEF and WHO as part of an international nutrition 
str2tegy for the 1990's. Internationally accepted criteria have been 
established for the designation of "baby-friendly" hospitals and 
maternity facilities. There has been considerable interest in the 
prognm across Canada, including the esublishment of two Baby-
Friendly Networks in Alberta and British Columbia, but, to date, no 
hospitals or other healthcan: facilities have been designated "baby-
friendly". The Breastfeeding Committe for Canada hopes to remedy 
this situation through a concerted focus on the BFHI/BFI over the 
next two years. 
Co•••••~•••••• S•6·~•••••••• 
This Sub-committee will be responsible for communication 
including the dcvdopment of a national ncwletter which wiU 
highlight the work of the Breastfeeding Committee for Canada. 
The Resea.rch and Education Sub<ommittecs are working 
together to support the BFHI/BFI. The sub-committees will be 
particularly active in negotiating with the Canadian Perinatal 
Regionali.zation Coalition to collaborate on a national initiative. 
These: committees also brought forth a recommendation to support 
the ten guiding principles included in the National Breastfeeding 
Guidelines for Health Care Providers developed by the Canadian 
Institute of Child Health. 
They would also like to: • 1. insure that all women are wdl 
informed and that the health care providers can facilitate adeqtWe 
brc:a.stfeeding. • 2. respond to health practice issues related to 
breastfeeding. • 3. insure: that core competcnces are research based 
• 4. identify gaps in brc:a.stfeeding education and a process to 
provide updated infonnation. 
The Legal Issues Sub<ommittee is concerned with 
possible ways of having the International Code of Marketing 
of Breast-milk Substitutes implemented through legislation, 
regulation and/or government policy. This involves getting 
in touch with various ministries at the federal and provinciallevd, to 
determine whether they have any laws or policies in place which 
support, directly or indirectly, the objectives of 
the Code. As yet, no jurisdiction has adopted the Code, but 
then: are laws which are indirectly supportive of the Code 
in that they , for example, provide for maternity leave, or prohibit 
discrimination on the basis of sex and/or family status. There may be 
government practices which, although they do not have the status of 
law, may in reality encourage or discourage the inappropriate 
marketing of brc:a.stmilk substitutes. By determining what all of these 
are, we hope to get an accurate idea of what the next steps would 
be in getting the provisions of the Code passed into law. 
Beco111e a con--espolzdillg lllellzber oft/Je Breastfeedillg Collllllitteefor Ca11ada 
a Yes, I am interested in becoming a 
corresponding member and receiving 
the newsletter and the Breastfceding Statement. 
1 enclose a $10 cheque or money order. 
Q I want to receive the Breastfceding Statement 
1 enclose a $3 cheque or money order. 
I wish to receive corrcspondance in 
a English Q French 
Mall to: Breastfeedtng Committee for Canada., 
P.O. Box 65114, Toronlo, Ontario, M4K 3Z2 
Name : 
Organization/ Auociation/ Agency : 
Mailing Address : 
Telephone : Fax : 
Postal Code 
Electronic Address : 
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Surveillance Systeiil 
CANADIAN PERINATAL SURVEILLANCE SYSTEM 
Information Sheet- November 1996 
Over the past year and a half, Health Canada has been working with partners to strengthen Canada's 
public health infonnation network by eliminating gaps in national health surveillance. One of the 
programs undertaken under the Public Health Intelligence initiative is the development of a Canadian 
Perinatal Surveillance System (CPSS). 
Health Canada's Laboratory Centre for Disease Control (LCDC), under the guidance of a Steering 
Committee comprised of Canadian and international experts in perinatal health and epidemiology, and 
representatives of health professional organizations, consumer and advocacy groups and the provincial 
and territorial governments, has been working on the development of a system to monitor trends and 
disparities in perinatal health. 
The mission of the CPSS is "to contribute to improved health for mothers and babies in Canada." More 
specifically, the goal of the CPSS is to establish a timely national surveillance system that will allow for 
data collection, analysis, and response on various perinatal health detenninants and outcomes. Some of 
the proposed indicators of perinatal health include biological characteristics such as pre-pregnancy body 
mass index, facts about perinatal health care including first trimester antenatal care and use of antenatal 
steroids, and sociodernographic behavioural indicators such as teenage pregnancy, educational 
attainment and cigarette smoking. The perinatal outcomes examined will include birth outcome, 
neonatal health, and infant and maternal mortality and morbidity. 
An integral aspect of the CPSS is the requirement for timely responses to be built into the surveillance 
system. In other words, not only will the proposed surveillance system be able to identify disparities in 
the health of Canadian mothers and babies, b~t it \vill initiate action to address these disparities. The 
CPSS will also make use of international comparisons to ascertain areas \vhere the health of Canadian 
mothers and babies may be inferior to that in other industrialized countries, and work to rectify that 
situation. The first level of response for the CPSS \viii be prompt, reliable reporting of the surveillance 
analyses to a wide audience. The mandate for further action is shared among the many partners in the 
surveillance system - governments, health professionals, health organizations, researchers and 
consumers. 
Our mission is to help the people of Canada maintain and improve their health. 
Canada 
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The CPSS will also be useful in identifying positive aspects of perinatal care and therefore ensuring that 
we continue to pursue the most effective and efficient health care for both mothers and babies. 
The Steering Committee guiding the development of the CPSS has been meeting on a regular basis since 
January 1995. There has been much work on the initial development stages for the surveillance system. 
Various subcommittees have b~en formed to deal with specific aspects of the CPSS development and 
implementation. 
In early 1995, the Goals and Objectives Subcommittee developed the CPSS mission statement and a list 
of principles and objectives to guide the establishment of the surveillance system. 
The members of the Problems, Indicators and Tables Subcommittee have identified a draft "working list" 
of indicators from which the variables for the CPSS will be derived. 
The Data Collection Subcommittee has been working through some of the logistics and options for data 
collection, including the possible development of a common, national antenatal, labour and delivery, 
neonate and postpartum care record, and has been investigating the various methods of ensuring that the 
data collected through the CPSS will be fully analyzable. 
Several research groups have also been established to maximize the use of currently collected data 
pertaining to perinatal health, and to explore the possibility of conducting a survey on reproductive 
health to provide an overview and background for the surveillance system. The Pregnancy-Associated 
Morbidity and Mortality Study Group, the Fetal/Infant Mortality Study Group, the Reproductive Health 
Survey Group and the Registered Indian Database Linkage Study Group are all working to advance the 
boundaries of our knowledge of maternal and infant mortality and morbidity. 
Now that a working draft of national indicators and variables has been selected the next stage involves 
meeting with representatives from each of the provinces and territories to discuss their information 
priorities and gaps. Representatives include those from the ministries of health, health information 
services, matemaVperinatal working groups, clinical staff and consumer and women's health groups. 
The purpose of the meetings will be to provide an update on the current status of the CPSS, discuss the 
expectations of the provinces/territories for a national perinatal surveillance system, to examine the 
logistics of data capture and transfer and to discuss analysis and response plans. 
These in-depth consultations at the provincial/territory level are one of the most pressing tasks in the 
short term for the Steering Committee and the LCDC staff. At the same time, we are continuing to work 
on exploiting the full potential of the current data available pertaining to perinatal health as a 
supplementary source of information. 
For more information concerning the Canadian Perinatal Surveillance System, please contact the 
Coordinator, Dawn Fowler Graham, at LCDC. She can be reached by phone (613) 957-4689, by fax 
(613) 941-9927, or by e-mail (Dawn_Fowler_Graham@ISDTCP3.hwc.ca). 
November 1996 
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People 
ADDie s. Grant (8.8.1919 to 10.10.1996). Before being appointed, in 
1973, as Education Officer to the Central Midwives Board for 
Scotland Miss Grant was Principal Tutor at the Simpson Memorial 
Maternity Pavilion in Edinburgh (having taken over from Mrs. 
Margaret Myles in 1952) • Miss Grant visited Newfoundland and 
Labrador in 1981 on behalf of the Scottish Midwives Board when she 
evaluated the Midwifery diploma programme at Memorial University 
School of Nursing. The programme was judged to be the equivalent of 
the Part 1 of the two part British SCM programme (as it was in 
those days). She spent a few days in st. Anthony and visited a 
nursing station as well as being the guest speaker at a st. Anthony 
ARNN Chapter meeting and pot-luck supper. She also went to other 
sites including Western Memorial Regional Hospital, and the 
hospitals in St. John's. During her general nursing training she 
was the Nurse of the Year. In 1978 she was awarded the OBE. In 1980 
she was Vice-president of the RCM and in 1983 became an Honorary 
Member (Midwives, 109(1307), December 1996). 
Pauline Paton (nee White) was born at Voisey's Bay. In 1950 she 
graduated as a registered nurse from the General Hospital School of 
Nursing, St. John's. She was one of the first Canadian aboriginal 
people to become a nurse. She worked in Labrador, England, France, 
Moose Factory, northern Quebec where she also assisted mothers 
during childbirth, and Frobisher Bay (Iqualuit) where she was 
initially refused government accommodation because she was an Inuk. 
She also spent several seasons as a nurse and translator on the 
Canadian government icebreaker, c. D. Howe, when it visited 
communities in northern Quebec and Baffin Island. In 1995 she was 
awarded the Iqualuit honorary title of Miss Toonic Time for her 
work in the community, and in 1996 she was made an honorary member 
of the NWTRNA (NWTRNA News) • 
Health Sciences Library (MUN) has cancelled 48 journal 
subscriptions effective January 1997. These included some fairly 
high usage titles which were quite expensive - there is a 10% to 
15% annual inflation in health sciences journals. However, 
beginning in 1997 the library is able to subscribe to seven 
additional journals. These are: Cochrane Library on CD-ROM, 
canadian Journal of Rural Medicine, Evidence-Based Medicine, 
Journal of Burn Care and Rehabilitation, Journal of Community 
Health Nursing, Journal of Health Psychology, Journal of 
Psychiatric and Mental Health Nursing, Medicine on the Net, Nursing 
Science Quarterly. The Cochrane Library contains current 
information regarding on-going research and clinical trials which 
should be of interest to those involved with mothers and babies. 
For further information contact Catherine Sheehan (Telephone: 709-
737-6868; e-mail: csheehan@morgan.ucs.mun.ca) If you subscribe to 
journals and wonder what to do with them after they have been read 
you may wish to ask the HSL, or your local hospital's library, if 
they would be interested in you making a donation of them. 
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Neural Tube Defects. Notes from a talk by James Mills of NICH, USA, 
at the October 1996 Community Medicine seminar at the HSC. 
The neural tube in an embryo closes 24 to 28 days after 
conception and neural tube defects (NTD) have been known from at 
least the 17th century. There are a large variations in rates and 
Newfoundland and Labrador have three times the rate of Dublin. 
Besides the genetic factors there are environmental factors as 
folate acid and vitamin c levels were found by Smithells et al. to 
be lower in women who had affected children. A randomised trial and 
double blind study where women were organised into four groups 
receiving either folic acid on its own or in combination with other 
vitamins, or no folic acid was received, found that those who 
received folic acid only had a 1% NTD reoccurrence rate whereas 
those who received no folic acid had a 3.5% reoccurrence rate. A 
Hungarian study by czaizel and Dudas found similar results. 
In Dublin there are three major maternity hospitals where 90% 
of the births in that location occur. Blood specimens were 
collected from the women at their first antenatal visit. Between 
1986 and 1990 there were 137 NTDs. Of these, 81 were matched by 
hospital, time of birth, etc. and it was found that from the first 
blood samples the women who had a baby with a NTD had a lower B12 
level than the control women. However, the lower folate level was 
still within the low side of normal. Further studies were done to 
look at homocysteine to see if there was a B12 problem, and the 
5,10 methylene THF reductase enzyme was studied. The conclusion was 
that the women who have babies with a NTD have an abnormal gene. 
This finding was published the same month as a study from the 
Netherlands was published. 
The overall conclusion was that NTDs are the result of an 
interaction between genetic and environmental factors. There is a 
defect in homocysteine absorption and the reductase enzyme is the 
genetic risk factor for some NTDs. There is a lack of data on early 
spontaneous abortions, lack of dietary information, no data on 
infections. The complexity increases with different folates, and 
this is a further problem. 
Training of Midwives in Europe. Items discussed by the European 
Union Advisory Committee on the Training of Midwives at the June 
1996 meeting included the issue of medical students who have 
discontinued their medical studies entering shortened midwifery 
training in Italy. The committee recommended that this practice be 
discontinued and that people "should either undertake general care 
nurse training before being allowed access to shortened midwifery 
training or should undertake the three year training". 
Paediatric nurse training in Germany, Ireland and the United 
Kingdom should permit access to a shortened midwifery programme. 
Each member state should evaluate and assess on a regular basis the 
quality of midwifery training using a national assessment system 
including a majority of midwives (Midwives. 109(1306), 1996, p. 
311). 
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Newfoundland and Labrador centre for Health Information. The final 
recommendations made by the Health System Information Task Force in 
1993 were for a Centre to bring various existing health information 
systems together to establish an integrated and comprehensive 
information technology system for health and social services. Both 
the Provincial Health and Social Services Ministers announced the 
establishment of the Centre on October 8, 1996. Initially the 
Centre is established within the Health Care Corporation of st. 
John's, and is to be reviewed after two years. The data collected 
will enable government to identify the effective placement of 
health resources and inappropriate use of the health system, make 
sound financial decisions, and better understand the link between 
the health of an individual and that person's social, economic and 
educational background etc. The Health care Corporation of St. 
John's has appointed a Chairperson and a Board of Management to 
carry out the Centre's mandate, and a CEO is to be appointed. 
St. John's Health Corporation, Women's Health Programme. In 1996 
the following positions were filled: Clinical Chief - Dr. David 
Young; Programme Director - Barbara Hawley; Programme Divisional 
Managers - Ferial Khan-Bursey (Antenatal and Intrapartum) , Pat 
Shears (Family and Newborn Services), Carolyn Gallivan (Women's 
Services). (Based at the Grace General Hospital). 
Child Health Proqramme. Clinical Chief - Dr. Bert Davis; Programme 
Director - Marilyn Pardy; Programme Divisional Managers - Mary 
Baker (Neonatology), Flo Downey (Neonatology). 
Pre-operative Pasting. A study found that "despite universal 
agreement between nurses and anaesthetists that patients routinely 
fast for longer than the recommended time for fluids, pre-operative 
fasting regimes are derived from routine practice. It was found 
that a single regime was used to encompass a range of operating 
times, leading to extended periods of fasting •••• Fifty percent 
of the anaesthetists in the study knew about recent research in 
this area of practice, but none of the nurses were aware of these 
recommendations. • • • The study also highlighted the fact that 
patients receive insufficient information regarding the purpose and 
nature of their fast" (Chapman, A. ( 1996, January 24) • Current 
theory and practice: A study of pre-operative fasting. Nursing 
standard. 10(18), 33-36). 
Pregnancy Shrinks Braip. Researchers came to the conclusion that a 
reason why pregnant women are forgetful and have a short attention 
span is due to the fact that there is a loss of volume in 
individual brain cells, rather than in overall number of cells. 
Eventually the cells return to normal. The researchers compared 
magnetic resonance images (MRI) of 10 women with pre-eclampsia at 
the end of pregnancy, 6 to 8 weeks, and 6 months postpartum. 
However, your Editor notes that the researchers have based their 
findings on a very small number of women who were experiencing an 
abnormal pregnancy (New Scientist (January 11, 1997); ObGyn News 
(January 1, 1997) cited on Yahoo on www (January 13)). 
• • 
• 
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Other Article Topics 
The Lonq-Term Effectiveness of Tubal sterilization. (Peterson, H. 
B. (1996, October). IPPF Medical Bulletin .l.Q.(5), 3-4 or Is a 
Pregnancy common after Tubal sterilization? 
The answer to this question is that pregnancy can occur years 
after tubal sterilization. The u.s. Collaborative Review of 
Sterilization study covered the years from 1978 to 1994. A 
longitudinal design was used to follow 10,685 women for over 14 
years, and 57.7% were still in the study 8-14 years later. They had 
a median age of 30 years at the time of entering the study post 
sterilization. The recruitment was not randomised and most women in 
the study were sterilized in teaching hospitals. The good news from 
the results is that tubal sterilization is highly effective. The 
bad news is that tubal sterilization carries a "higher risk of 
pregnancy than we might have expected - especially in women 
sterilized when young and by certain techniques" (p. 3). There were 
143 sterilization failures - 47 ectopic pregnancies, 41 births, 26 
induced abortions, 21 spontaneous abortions, 2 insufficient 
information, 6 pregnant when the study finished. Most pregnancies 
had occurred after a spring clip application, followed by (in 
descending order) bipolar coagulation, interval partial 
salpingectomy, silicone rubber band, unipolar coagulation, and 
postpartum partial salpingectomy. The spring clip has the highest 
probability of deliberate successful reversal, and postpartum 
partial salpingectomy the least successful reversal rate. The 
article concludes with the statement that "since one-third of the 
pregnancies were ectopic, women and clinicians need to be aware of 
this hazard even many years after sterilization" (p. 4). 
[The International Planned Parenthood Federation Medical Bulletin 
is free from: IPPF, Regent's College, Inner Circle, Regent's Park, 
London NW1 4NS, England]. 
Breastfeedinq and Bypoqlycaemia. In the UK concern has been 
expressed about the variations in the testing and treatment of 
hypoglycaemia in neonates. There is no consensus about what is the 
lower end of the normal range of blood glucose concentration in 
healthy full term babies. The findings from a study carried out on 
babies weighing less than 1850 g with a mean gestational age of 
30.5 weeks are often applied to all newborns regardless of weight 
and gestational age. Also in the study plasma glucose was measured 
whereas usually it is the neonate's blood glucose concentration (at 
15% less) which is measured. Glucose oxidase reagent sticks should 
not be used for neonates as they are not sufficiently accurate; 
they are for people with diabetes. Frequent blood tests from the 
neonate and the over-riding of the mothers' wish to exclusively 
breastfeed have caused mothers to become concerned and to lose 
confidence in their ability to breastfeed (Dodds, R. (1996). When 
policies collide: Breastfeeding and Hypoglycaemia. MIDIRS Midwifery 
Digest. 6(4), 382-386. 
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Neonatal Jaundice. See Hansen, T. w. R. (1996). Therapeutic 
approaches to neonatal jaundice: An international survey. MIDIRS 
Midwifery Digest. 6(4), 461-462 (from Clinical Pediatrics. 35(6), 
309-316). 
Should Babies Routinely be Given Vitamin K? There has been much 
controversy over the giving of vitamin K. Research has found that 
there is no association between parenteral vitamin K and childhood 
cancer. An oral preparation has been developed and although in the 
UK it costs £1.62 an ampoule it is considered to be more acceptable 
to parents than an injection. (See several articles on this issue 
in MIDIRS Midwifery Digest. 6(4), 453-458; Tyler, s. (1996). 
Catching up with vitamin K. Midwives. 109(1305), 273). 
Infant Feeding. See several articles in MIPIRS Midwifery Digest • 
.2.(4), 462-471. Jones, F., & Green, M. (1996). The B.C. baby-
friendly initiative. Nursing BC. 28(5), 7-8. 
Teratogenic Effects from Vitamins. Multi-vitamin supplements can 
provide required folate acid but too much vitamin A resulting in 
cranial neural crest birth defects. Vitamin A is found in liver, 
fish liver oil, and also in retoids in therapeutic acne 
preparations (Smithells, D. (1996). Vitamins in early pregnancy. 
MIDIRS Midwifery Digest, 6(4), 411-412 (from BMJ. 313(7050), 128-
129), Rothman et al. (1996). High vitamin A in early pregnancy was 
associated with birth defects. MIDIRS Midwifery Digest. 6(4), 412-
413). 
Midwives helping Physicians. In the UK general practitioners are 
eager to provide care during pregnancy and the postpartum but fewer 
than 15% are providing support during the intrapartum period. This 
is partly due to the fear of litigation and the problems with 
keeping up-todate with current practices. Therefore, a course was 
developed to remind the GPs of the normal labour process and 
current practices. Midwives were the most logical facilitators for 
a course based on normal labour. The course consisted of a three-
hour classroom based theoretical session, and two seven hour 
periods in the labour room. Two hours were allocated for the 
completion of a reflective journal and course evaluation. The GPs 
were able to claim the 19 hours as part of their Postgraduate 
Education Allowance (Stosiek, J. (1996). Educating GPs. MIDIRS 
Midwifery Digest. 6(4), 402-403; Cavenagh, s. (1996). Working with 
midwives. MIDIRS Midwifery Digest. 6(4), 404-406. Also see Turnbull 
et al. (1996). Randomized, controlled trial of efficacy of midwife-
managed care. MIDIRS Midwifery Digest. 6 ( 4), 475 (from Lancet. 
348(9022), 213-218); Royal College of General Practitioners. 
(1996). Role of general practice in maternity care. MIDIRS 
Midwifery Digest. 6(4), 475-477. 
Transcultural Care. Shareski, D. (1996). Integrating traditional 
beliefs with western practice [Vietnamese mothers]. Nursing BC. 
~(5), 27-29. 
• 
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If a Woman. Do You Appreciate Living in Canada? See Adamson, P. 
(1996). A failure of imagination. MIDIRS Midwifery Digest. 6(4), 
487-489. However, for another point of view read Rothman, B. K. 
(1996). Women, providers, and control. MIDIRS Midwifery Digest, 
~(4), 479-482 (from JOGNN. 25(3), 253-256). 
Back Ache in Pregnancy and Labour. How to diagnose a fetus in the 
posterior position and suggestions on how to get the fetus to 
rotate are given by El Halta, v. (1996). Posterior labor- a pain 
in the back! Its prevention and cure. MIDIRS Midwifery Digest. 
~(4), 433-435. Also, Russsell et al. (1996). Long term backache 
after childbirth: Prospective search for causative factors. MIDIRS 
Midwifery Digest, 6(4), 460 (from BMJ. 312(7043). 1384-1388). 
Midwifery in Canada 
Gallagher, B. (1997, January/February). Bringing birth home 
[Inuulitsivik Maternity Centre, Puvirnituq]. Canadian Geographic. 
117(1), 50-55. 
Kenworth, D. (1996). Midwifery in Ontario, Canada. Midwives. 
109(1307), 324-325. 
Rice, A. (1996). Midwifery soon to be an option in B.C. for low-
risk births. Nursing BC. 28(5), 24-26. 
Midwifery in the United States. The American College of Nurse-
Midwives is being involved with accreditation of direct-entry 
programs to prevent different categories of midwives. See: Shah, 
M.A. & Hsai, L. (1996). Direct-entry midwifery education. History 
in the making (editorial). Journal of Nurse-Midwifery. 41(5), 351-
354. 
Infant Mortality in Canada. 
Joseph, K. s. (1996). (Review of the book The state of the world's 
children 1996], Chronic Diseases in Canada. 17(2), 77-78. 
Joseph, K. s., & Kramer, M. s. (1996). Recent trends in Canadian 
infant mortality rates: Effect of changes in registration of live 
newborns weighing less than 500 g. Canadian Medical Association 
Journal. 155(8), 1047-1052. 
Joseph, K. s., & Kramer, M. s. (1997). Canadian infant mortality: 
1994 update [letter]. Canadian Medical Association Journal. 156(2), 
161-163. 
Reports 
Advisory Committee on Health Services. (1996, September). What we 
heard: A national consultation on primary health care. (Cat. No. 
C96-960262-6). Ottawa: Communications Directorate, Health Canada. 
(Also available in French). (Free). Pearl Herbert represented both 
the Canadian Confederation of Midwives and the Alliance at the 
meeting in Halifax in June 1996. 
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Canadian conference on dissemination research. Strengthening health 
promotion and disease prevention. (1996). Canadian Journal of 
Public Health, 87 (suppl. 2). This issue contains the revised 
version of selected papers presented at the conference held in 
Vancouver, March 27-~9, 1995. The paper by professor Nutbeam (pp. 
S20-S23) discusses the proposition that transfer of knowledge 
between researchers and practitioners concerning effective health 
promotion interventions is :less than optimal. Health promotion 
practice is either planned with outcome focus, or responsive with 
process focus, or reactive as a response to a perceived crisis. The 
mechanisms for funding, rewards and access to resources need ·to 
change. [Is not this what happens with midwifery and nurse 
practitioner issues? More responsive than planned]. 
Health Canada. (1996). Joint statement on the prevention of Fetal 
Alcohol Syndrome and Fetal Alcohol Effects in Canada. Ottawa: 
Health Canada. (Free). Pearl Herbert has represented the canadian 
Confederation of Midwives on this committee. The co-signatories 
have been asked to meet in Ottawa to consider the next steps which 
need to be taken, possible partnership opportunities, and emerging 
issues that involve FAS. 
International Confederation of Midwives 24th Triennial Congress 
Abstracts. May 26-31. 1996. (ISBN 82 993903 1 1). 
International Confederation of Midwives 24th Triennial Congress 
Proceedings, May 26-31. 1996. (ISBN 82 993903 o 3). 
Available from: Den Norske Jordmorforening (The Norwegian 
Association of Midwives), Tollbugaten 35, N-0157 Oslo, Norway. 
Japanese Journal for Midwives. 49(10), 1995. Includes a report on 
the 4th Asia Pacific Regional Conference. 
Report on Detection and Early Intervention in Postnatal Depression 
and Report on Pain Relief in Labour. Both reports are free of 
charge from: CRAG Secretariat, St. Andrews House, Edinburgh EH1 3DG 
Scotland. (Listed in the September 1996 issue of MIDIRS). 
Motherhood After 35: A Report of the Leicester Motherhood Project. 
Leicester University and sponsored by Nestles. 
Free of charge from: Motherhood after 35 Project, Nestles UK Ltd., 
Dietetic Services, St. Georges House, Croydon, Surrey CR9 1NR, 
England. (Listed in the September 1996 issue of MIDIRS). 
Revised 1990 Estimates of Maternal Mortality: A New Approach by WHO 
and UNICEF (WHO/FRH/MSM/96.11) and Perinatal Mortality: A Listing 
of Available Information (WHO/FRH/MSM/96.7). Both reports are free 
of charge from: World Health Organization, 1211 Geneva 27, 
switzerland. (Listed in the September 1996 issue of MIDIRS). 
Rush, J. (1996, December 10). Early hospital discharge of mothers 
and newborns. Child Action (CICH). 2(1). 
. 
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Annual Report for the Reproductive Care program of Nova Scotia 
April 1. 1995-March 31. 1996, Database Reports (1995 and 1988-
1995), Intrauterine Death: Clinical Investigations Guidelines for 
Management, Provincial Guidelines for Perinatal Health care (NS). 
Available from the Reproductive Care program of Nova Scotia, 5980 
University Avenue, Halifax, NS B3H 4N1 (Fax: 902-420-6791; e-mail: 
rcp@iwkgrace.ns.ca) 
Call for papers from the canadian Journal of Nursing Research for 
the Summer 1997 issue regarding "Developing Family". This issue 
will focus on knowledge needed to provide effective care · to 
contemporary families during the reproductive experience. 
Preference will be given to completed research that provides new 
knowledge to guide practitioners caring for families during 
conception, pregnancy, birth and postpartum. Both qualitative and 
quantitative work will be welcomed including those that replicate, 
refine, or expand previous studies. 
Submission deadline: February 15, 1997. 
Contact: Dr. Laurie N. Gottlieb, Editor, Canadian Journal of 
Nursing Research, McGill University School of Nursing, 3506 
University Street, Montreal, QC H3A 2A7. (E-mail: 
CZJI@musica.mcgill.ca) 
conference Calendar 
Up to $500 is available for a conference/workshop being held 
in 1997 to a member who is not a midwife, whose Alliance 
registration fees are paid up-to-date. (A midwife has already 
applied) • This money is to help pay the cost of attending a 
conference which is in keeping with the Alliance objectives of care 
to women and babies. Application for this money has to be made by 
February 28, 1997. 
So that members are aware of the conferences being offered it 
has been suggested that we list those which may be of interest. 
Just because a conference is listed does not mean that it 
necessarily meets the Alliance objectives. For International 
Conferences the call for Abstracts is usually one year or more 
before the conference date. Often only mailed, not faxed, abstracts 
are considered. (Readers are responsible for checking the 
information of the conferences listed. As the information comes 
from a variety of sources the Editor accepts no responsibility for 
any misinformation). 
1997 
February 4. "Continuing Nursing Education Programs", with Pat 
Harkins (CNS), Jeanette Walsh (MUN), Shirley Solberg (MUN). ARNN 
Continuing Nursing Education Teleconferences, 1415-1530 (Island 
time) • 
/ 
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February 6. "Midwifery Practice in the 1990s", London, UK. Midwives 
need clinical expertise and to be able to communicate both on paper 
and by using computers. This is a 10 day course covering these 
essential skills, and personal and professional development. 
Cost: £25 per day. 
Contact: Events Administration, Education and Practice Development, 
Royal College of Midwives, 15 Mansfield Street, London WlM OBE, UK. 
(Telephone: 011-44-171-872-5~79) 
February 6-8. "Aquanatal Exercises and Antenatal Aerobics for 
Midwives", Sheffield, England. 
Cost: £100. 
Contact: Miss Lisa Lovell, Dept. of Midwifery and Child Health 
Nursing, University of Sheffield School of Nursing and Midwifery, 
Leavygreave Road, Sheffield S3 7RG. (Telephone: 0114-270-1320). 
February 11. "Cost Effective Initiatives: Sharing your Stories" 
with Colleen Kelly (ARNN) • ARNN Continuing Nursing Education 
Teleconferences, 1415-1530 (Island time). 
February 17-18. "Hot Topics '97". MIDIRS Conference, London. Topics 
include breech birth, vitamin K debate, antenatal screening and 
nuchal translucency screening, PROM at term etc. 
Cost: £65 for MIDIRS members/£85 for non-members. 
Contact: MIDIRS (study days), 9 Elmdale Road, Bristol BS8 1SL, 
England. (Telephone: 800-581009; Fax: 011-44-117-925-1792). 
February 18. "Parliamentary Procedure, Resolutions, and Motions" 
with Health Hawkins (ARNN) and Pegi Earle (ARNN). ARNN Continuing 
Nursing Education Teleconferences, 1415-1530 (Island time). 
February 20. "Midwifery Practice in the 1990s", London, UK. 
Midwives need clinical expertise and to be able to communicate both 
on paper and by using computers. This is a 10 day course covering 
these essential skills, and personal and professional development. 
Cost: £25 per day. 
Contact: Events Administration, Education and Practice Development, 
Royal College of Midwives, 15 Mansfield Street, London W1M OBE, UK. 
(Telephone: 011-44-171-872-5179) 
February 20-22. "Taking Hold of Our Future. Linking Education, 
Practice, Research, and Technology", Edmonton. Western Region 
Canadian Association of University Schools of Nursing Conference. 
Contact: WRCAUSN Program Committee, Faculty of Nursing, university 
of Alberta, 3rd Floor Clinical Sciences Building, Edmonton, AB 
(Fax: 403-492-2551; e-mail: dromyn@ua-nursing.ualberta.ca) 
February 24. "Infant Feeding Practices in Newfoundland and 
Labrador: A study of the first 6 months of life" by Kay Matthews. 
community Medicine Seminar Series, Lecture Theatre D, Health 
Sciences Centre, 1200 to 1330. 
contact: Dr. Roy West, Community Medicine, HSC (Telephone:737-6693) 
.J 
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February 25. "Nursing Research: Who's doing what (Part II) with 
NLNRIG. ARNN Continuing Nursing Education Teleconferences, 1415-
1530 (Island time). 
February 28-March 2. "Childbirth in the 1990s", Chiang Mai, 
Thailand. 1st ASEAN International Conference. Leading specialists 
from USA, UK, France, Denmark, Japan, Thailand. 
Cost: $250 us approx. . 
Contact: Julia Jus, Birth Without Borders, P. 0. Box 111, Phra 
Singh, Chiang Mai 50200, Thailand (Fax: 66-53-271-590) 
March 1. Important topics in contemporary practice, AWHONN 
workshop, Atlanta. Includes critical elements of mother-baby 
assessment; epidural analgesia during labour and birth; 
pharmacology update for advanced practice in women's health. 
Contact: AWHONN, Suite 600, 700 14th Street NW, Washington, DC 
20005-2019 (Telephone: 1-800-673-8499 ext. 1615). 
March 1-3. "Breastfeeding 1 97: The Challenge Before Us", Nashville. 
Speakers include Miriam Labbok, Sarah Danner, James McKenna, Jack 
Newman, Michael Woolridge. Feb. 28 Preconference workshop Baby 
Friendly in the U.S. March 3 take a practice exam. 
Contact: Center for Lactation Education, 228 Park Lane, Chalfont, 
PA 18914 (Fax: 215-997-7879; e-mail: bscenter@aol.com) 
March 4. "Management Information Systems: Nursing Update" with 
Loretta Chard (NLHCA) • ARNN Continuing Nursing Education 
Teleconferences, 1415-1530 (Island time). 
March 5-6. "Midwifery Practice in the 1990s", London, UK. Midwives 
need clinical expertise and to be able to communicate both on paper 
and by using computers. This is a 10 day course covering these 
essential skills, and personal and professional development. 
Cost: £25 per day. 
Contact: Events Administration, Education and Practice Development, 
Royal College of Midwives, 15 Mansfield Street, London WlM OBE, UK. 
(Telephone: 011-44-171-872-5179) 
March 5-7. "Perinatal Update. 1997 Visions on the Horizon", 
Savannah, Georgia. 
Contact: Betsi Egan (Telephone: 912-350-5920). 
March 6-8. "Contraceptive Technology", San Francisco. 
Contact: Contemporary Forums, 11900 Silvergate Drive, Dept. 261, 
Dublin, CA 94568 (Telephone: 510-828-7100, ext. o; internet: 
http://www.cforums.com (attn: Dept. 261). 
March 8-14. "First World Congress on Maternal Mortality", 
Marrakesh, Morocco. 
Cost: $200 us for midwives and · nurses. 
Contact: The Secretariat, Congress Organization, POB 11 159 Place 
Bandoeng, Cassablanca, Morocco (Fax: 212-2-236843) 
March 7-8. "Breast Cancer: Myths and Realities", Vancouver. 
Contact: (Fax: 604-822~4835; e-mail: elaine@cehs.ubc.ca). 
23 
March 13-16. "Honouring our Mexican Sisters, Honouring Ourselves", 
San Diego, CA. 
Contact: Midwifery Today, P.O. Box 2672-242, Eugene, Oregon 97402 
(Fax: 541-344-1422; telephone: 1-800-743-0974; e-mail: 
midwifery@aol.com) 
March 18-19. "Hot Topics '97". MIDIRS Conference, Manchester. 
Topics include breech birth, vitamin K debate, antenatal screening 
and nuchal translucency screening, PROM at term etc. 
Cost: £65 for MIDIRS membersf£85 for non-members. 
Contact: MIDIRS (study days), 9 Elmdale Road, Bristol BS8 lSL, 
England. (Telephone: 800-581009; Fax: 011-44-117-925-1792). 
March 20-22. "Contraceptive Technology", Washington. 
Contact: Contemporary Forums, 11900 Silvergate Drive, Dept. 261, 
Dublin, CA 94568 (Telephone: 510-828-7100, ext. o; internet: 
http:ffwww.cforums.com (attn: Dept. 261). 
March 23-27. ''Paediatric Priorities in the 21st Century. 9th Asian 
Congress of Paediatrics", Hong Kong. 
Cost: $500 us. 
Contact: Congress Secretariat, Meeting Planners (HK) Ltd., 12A Dai 
Fat Street, Tai Po Industrial Estate, Tai Po, NT Hong Kong. 
(Telephone: 852-2665-0990). 
April 3. "Breastfeeding and premature babies: Examining 
contradictions between research and practice" , Dartmouth, NS. A 
joint conference with IWK-Grace Health Centre and Atlantice 
Provinces Section AWHONN. Facilitator is Marsha Walker, RN, IBCLE. 
Cost: AWHONN members $55/non-members $65 
Contact: Dept. of Learning and Organizational Development, IWK-Grace 
Health Centre, 5850/5980 University Avenue, P.O. Box 3070, Halifax, 
NS B3H 4N1 (Fax: 902-422-9477). 
April 4-5. "Nurses, Women and Families: How are We Making an 
Impact?" Joint 8th Annual COGNN & 19th Annual IWK-Grace Conference, 
Dartmouth, NS. Themes of obstetric, women's health, neonatal 
nursing, infants, families, administration, education. 
Cost: Before March 1 $170 AWHONN member; $180 non-member; $100 
students/after March 1 $190; $200; $100 respectively. 
Contact: Dept. of Learning and organizational Development, IWK-Grace 
Health Centre, 5850/5980 University Avenue, P.O. Box 3070, Halifax, 
NS B3H 4Nl (Fax: 902-422-9477). 
April 6. Important topics in contemporary practice, AWHONN 
workshop, Chicago. Includes critical elements of mother-baby 
assessment; epidural analgesia during labour and birth; 
pharmacology update for advanced practice in women's health. 
Contact: AWHONN, suite 600, 700 14th Street NW, Washington, DC 
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20005-2019 (Telephone: 1-800-673-8499 ext. 1615). 
April 8. "Research in Midwifery", Aston University. 
Contact: Sue Cammerloher, Conference Administrator, Moorside, 
Yatton, Bristol BS19 4Rl, England (Fax: 011-44-1934-832164) 
April 10-11. "Clinical Care of the Child and Family", 7th 
Paediatric Nursing Research ~ymposium, Montreal. Keynote speakers 
are Lorraine M. Wright and Judith Ritchie. 
Contact: Judith Collinge, A-412, Montreal Children's Hospital, 2300 
Tupper Street, Montreal, PQ, H3H 1P3 (Fax: 514-934-4355; E-mail: 
jcolnur@mchnurse.chis.mcgill.ca) 
April 13-15. "Human Teratogens. Environmental Factors Wchich Cause 
Birth Defects", Boston. 
Cost: $300 us (cheques made payable to Harvard Medical School). 
Contact: Harvard MED-CME, P. 0. Box 8 2 5 , Boston, Massachusetts 
02117-0825 (Telephone: 617-432-1525 (10 am-4 pm (ET)); e-mail: hms-
cme@warren.med.harvard.edu) 
April 14-15. "Born too Soon: Multidisciplinary Strategies for 
Prevention of Preterm Birth", Oakland, California. 
Contact: Registrar, Contemporary Forums, 11900 Silvergate Drive, 
Dept. 274, Dublin, CA 94569 (Telephone: 510-828-7100; internet: 
www.cforums.com (Dept. 274)) 
April 15. "Informed Consent as a Basis for Liability in Health Care 
Lawsuits" with Anne Tapp (CNPS). ARNN Continuing Nursing Education 
Teleconferences, 1415-1530 (Island time). 
April 16-18. "The Truth, Virtue and Beauty of Midwifery", 
Australian College of Midwives lOth Biennial National Conference, 
Melbourne. 
Cost: $430 Aus. 
Contact: The Conference Secretariat, The Meeting Planners, 108 
Church Street, Hawthorn, Victoria 3122, Australia. (Fax: 011-61-3-
9819-5978). 
April 18-20. RCN Annual Nursing Research Conference, swansea, 
Wales. Themes based on the abstracts received. Preconference 
seminar on 18th on either economics in research, or regional 
research, or appraising research. 
Cost: £235 RCN member/£295 non-member + £85 for preconference 
seminar if attending whole event or £125 if not attending. 
Contact: Georgia Tracy, Conference Organiser, Royal College of 
Nursing, 20 Cavendish Square, London W1M OAB, UK. (Telephone: 011-
44-171-872-0840; Fax: 011-44-171-629-7426). 
May 2-3. "From Diagnoses to Outcome: Nurses Network Across Europe", 
1st ACENDIO (Association of Common European Nursing Diagnoses, 
Interventions and Outcomes) conference, Amsterdam. Keynote speaker 
Norma Lang from Pennsylvania. 
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Cost: Before January 31 £260/from February 1 £350. 
Contact: Karen Stewart, Conference and Exhibition Unit, Royal 
College of Nursing, 20 Cavendish Square, London WlM OAB, UK. 
May 3. Important top~cs in contemporary practice, AWHONN workshop, 
Boston. Includes critical elements of mother-baby assessment; 
epidural analgesia during labour and birth; pharmacology update for 
advanced practice in women's health. 
Contact: AWHONN, Suite 600, · 700 14th Street NW, Washington, DC 
20005-2019 (Telephone: 1-800-673-8499 ext. 1615). 
May 5. International Midwives Day 
May 8-10. "Birth and Breastfeeding: From Theory to Practice", 
Fourth Annual Birth and Breastfeeding Conference, Burlington, VT. 
Vermont Lactation Consultant Association. 
Contact: Kathleen Barrett, RRl, Box 2960, starksboro, VT 05487 
(Telephone: 802-453-3087 (Mon-Fri, 1000-1700)). 
May 12. canada Health Day 
May 13. "Delegation from Medicine to Nursing: A Revised Process" 
with ARNN NPC. ARNN Continuing Nursing Education Teleconferences, 
1415-1530 (Island time). 
May 13-16. "RCM Annual Meeting and Professional Day Conference -
Marketing Midwifery", Harrogate. 50th Anniversary of the College's 
Royal Charter. 
Cost: £155 before March 31/£165 from April (Conference only (on 
16th) £55 or £60 late registration). 
Contact: RCM, 15 Mansfield Street, London W1M OBE, England 
(Telephone: 011-44-171-872-5100) 
May 19-23. "Critical Care in Midwifery - What are the Issues?" 
Eastbourne, England. (University of Brighton and Semper). Topics 
include high dependency on deli very suite ( caseroom) , issues 
relating to sexual health, ethical issues. 
Cost: £460 (includes accommodation), £280 (without accommodation) 
Contact: Miss M. Williams, Business Manager, Luxbrough, Manor Road, 
Swanscombe DAlO OET, England. 
May 26. "Cancer Surveillance in Canada", by Yang Mao (LCDC). 
Community Medicine Seminar Series, Lecture Theatre D, Health 
Sciences Centre, 1200 to 1330. 
Contact: Dr. Roy West, Community Medicine, HSC (Telephone:737-6693) 
June 8-10. "8th International Congress on Women's Health", 
Saskatoon. 
contact: (Telephone: 306-966-8239) 
June 10. "Stopping Violence" with Jennifer Mercer (PSAV) • ARNN 
Continuing Nursing Education Teleconferences, 1415-1530 (Island 
• 
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time). 
June 12-13. "Third International Standing Conference on the 
Regulation of Nursing and Midwifery", Vancouver. Arranged by the 
UKCC. 
Contact: (Telephone: 416-928-0900, ext. 302). 
June 13-15. "Building Bridges. First Canadian National Nurses 
Christian Fellowship Conference", Langley, BC. Keynote speaker is 
Evelyn Labun on culture and health. 
Cost: $135 shared accommodation and all meals (private ace. +$20) 
Contact: Julia Emblen, Dept. of Nursing, Trinity Western 
University, 7600 Glover Road, Langley, BC V2Y lYl 
June 15-18. "Capitol Opportunities", AWHONN Convention, Washington. 
Cost: AWHONN members $275; non-members $375. 
Contact: AWHONN, Suite 600, 700 14th Street NW, Washington, DC 
20005-2019 (Telephone: 1-800-673-8499 ext. 1615). 
June 15-20. "Sharing the Health Challenge", Vancouver. 21st ICN 
Quadrennial Congress. Topics include managing health resources, 
quality improvement, law and regulation, ethics and human rights, 
research, informatics, clinical, cultural, entrepreneurial, mental 
health, women's health, health promotion, care givers, etc. 
Contact: Canadian Nurses Association, 50 Driveway, Ottawa, ON 
K2P 1E2 (Fax: 613-237-3520; telephone: 1-800-361-8404) 
June 21. "Sharing the Health Challenge: A Research Perspective", 
Vancouver. Siqma Theta Tau International's 9th International 
Nursing Research Congress. Areas of topics include: women's health, 
child health, family health, nursing education. 
Contact: Research Services (Fax: 317-634-8188; e-mail: 
barbara@stti-sun-iupui.edu) 
June 21-25. Society of Obstetricians and Gynaecologists of Canada, 
53rd Annual Clinical Meeting, Halifax. 
June 25 is an over-lap day with sessions of perinatal/neonatal 
interest. 
Abstracts: January 31, 1997. 
Contact: SOGC, 774 Echo Drive, ottawa, ON K1S 5N8 (Telephone: 1-
800-561-2416; Fax: 613-730-4314) 
June 22. "Globalization of Graduate Nursing Education", Vancouver. 
CAUSN/AACN Post-ICN Workshop planned by UBC. 
June 25-? Canadian Paediatric Society Annual meeting, Halifax. 
June 25 is an over-lap day with sessions of perinatal/neonatal 
interest. 
Contact: CPS, 401 Smyth Road, Ottawa, ON K1H 8Ll (Fax: 613-737-
2794) 
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July 6-9. "Investing in Health: The Shaping of Public Policy", 
Canadian Public Health Association 88th Annual Conference, Halifax. 
Cost: Before March 31 $ /April 1 $ 
Contact: CPHA 88th Annual Conference, Suite 400, 1565 Carling 
Avenue, Ottawa, ON K1Z 8R1 (Fax: 613-725-9826; e-mail: 
conferences@cpha.ca) 
July 13-17. "1st World Conference on Breast Cancer••, Kingston. 
Contact: (Telephone: 613-531-9210). 
July 14-18. "4th UBC Summer Institute on Health Promotion, Planning 
and Evaluation", Vancouver. Sessions planned for practitioners, 
educators and researchers who plan, implement or evaluate health 
promotion programs or policies. Will use the Precede-Proceed model. 
Cost: $330 (Men-Wed) or $500 (Mon-Fri). Software, manual $40 
(optional). 
Contact: Wood 
Vancouver, BC 
& Associates, #502, 1281 West 
V6E 3J7 (Fax: 604-688-5749). 
Georgia Street, 
July 27-August 1. "From Nutrition Science to Nutrition Practice for 
Better Global Health", 16th International Congress of Nutrition, 
Montreal. Topics include: Genetically modified foods; Poverty 
stricken countries; Health of women and children; Bone health etc. 
Cost: Before April 15 
Contact: Congress Secretariat, 16th 
nutrition, cfo Conference Services 
Council Canada, Ottawa, ON K1A OR6 
confmail@aspm.lan.nrc.ca) 
International Congress of 
Office, National Research 
(Fax: 613-993-7250; e-mail: 
August 1-7. International Breastfeedinq Week 
August 4-6. "Women's Health Issues: A Global Nursing Perspective", 
St. Thomas, US Virgin Islands. 
Contact: Anita Finkelman, Continuing Education Program, University 
of Cincinnatti, P.O. Box 210038, Cincinnatti, OH 45221-0038 (Fax: 
513-558-7523). 
August 10-13. "Breastfeeding: An 
International Lactation Consultants 
Orleans. 
Abstracts: February 1, 1997, 
Contact: ILCA, 200N Michigan Avenue, 
USA. (Fax: 312-541-1271). 
Investment in Tomorrow" • 
Association Conference, New 
Suite 300, Chicago, IL 60601, 
August 13-15. "Making a Difference. Second International Conference 
on Community Health Nursing Research", Edinburgh. 
Cost: Before May 31 RCN members £294 ($485 US); non-members £411/ 
from June 1 RCN members £411 ($678 US); non-members £529 ($873 US) 
contact: Karen Stewart, Conference Unit, Royal College of Nursing, 
20 Cavendish Square, London W1M OAB, UK (Fax: 011-44-171-629-
7426). 
• 
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August 21-23. "Seventh Canadian Conference on Health Economics", 
Canadian Health Economics Research Association, Ottawa. 
Abstracts: January 31, 1997. 
Contact: (Telephone: 613-545-6000 ext. 4871). 
September 11-13. "3rd EuroQuan Conference and Exhibition on Quality 
and Nursing Practice", Oslo, Norway. To increase professional goals 
of all health care professionals interested in quality issues. 
Cost: Fee (? amount) increases April 1 and July 1, 1997. 
Contact: Conference Unit, Royal College of Nursing, 20 Cavendish 
Square, London W1M OAB, UK (Fax: 011-44-171-629-7426). 
September 18-21. "AD 2000: Advances in AIDS Care", Jersey, Channel 
Islands. EANAC conference for nurses and allied professionals. 
Themes include research for clinical practice, prevention, 
professional education, families, epidemiology, collaborative care. 
Abstracts: February 10, 1997. 
Cost: Before April 30 £525 RCN members and/or overseas delegates; 
£575 others/ After April 30 £575 and £645 respectively. (Deduct £60 
for shared accommodation). Includes conference, accommodation, all 
meals and social events. 
Contact: Shirley Nichols, Conference Organiser, Royal College of 
Nursing, 20 Cavendish Square, London W1M OAB, UK. 
September 27-30. "Stepping into the Baby Friendly Initiative", 
Breastfeeding Committee for Canada conference, ·ontario. 
Contact: Cheryl A. Levitt, Co-Chair, BCC, P.O. Box 65114, Toronto, 
ON, M4K 3Z2 (Fax: 905-528-5337; E-mail: clevitt@fhs.mcmaster.ca) 
September 28-0ctober 4. canada's Breastfeedinq Week 
Sept. 29-0ct. 3. "Critical Care in Midwifery - What are the 
Issues?" Eastbourne, England. (University of Brighton and Semper). 
Topics include high dependency on delivery suite (caseroom), issues 
relating to sexual health, ethical issues. 
Cost: £460 (includes accommodation), £280 (without accommodation) 
Contact: Miss M. Williams, Business Manager, Luxbrough, Manor Road, 
Swanscombe DA10 OET, England. 
October ? "Clinical Nurse Specialist Conference", Halifax. 
Contact: Kathy McKay CNS, Nephrology, IWK-Grace Health Centre, 
Halifax. (Fax: 902-428-3285; E-mail: Kmckay@iwkhosp.ns.ca) 
October 5-8. "Second European Nursing Congress", Amsterdam. 
Contact: European Nursing Congress Foundation, Postbox 74713, 1070 
BS Amsterdam, Netherlands (Fax: 011-31-20-673-7306). 
November 3-7. "Critical Care in Midwifery -What are the Issues?" 
Eastbourne, England. (University of Brighton and Semper). Topics 
include high dependency on delivery suite (caseroom), issues 
relating to sexual health, ethical issues. 
Cost: £460 (includes accommodation), £280 (without accommodation) 
-
-
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Contact: Miss M. Williams, Business Manager, Luxbrough, Manor Road, 
Swanscombe DA10 OET, England. 
November 5-10. "Weaving a Global Future III", Midwifery Today 
International Conference, London, England. Speakers include Sheila 
Kitzinger, Nicky Leap, Ina May Gaskin, Penny Simkin, Michel Odent 
and others. 
Contact: Midwifery Today, P.O. Box 2672-242, Eugene, Oregon 97402 
(Fax: 541-344-1422; telephone: 1-800-743-0974; e-mail: 
midwifery@aol.com) 
1998 
April 2-8. "International Nursing Research Conference", Edinburgh. 
Contact: Kathryn Clark, Conference Organiser, RCN, 20 Cavendish 
Square, London WlM OAB (Telephone: 011-44-171-409-3333). 
July 5-8. "Knowledge Development in Nursing: Clinicians and 
Researchers in Partnership''· 9th Biennial WENR Conference, 
Helsinki. 
Abstracts: November 1, 1997. 
Contact: Helena Partinen, Executive Director, Finnish Federation of 
Nurses, Asemamie-benkatu 4, FIN-00520 Helsinki, Finland (Fax: cfo 
358-0-148-1840). 
September ? "2nd Biennial International Nursing and Midwifery 
Conference", Edinburgh. 
Contact: Mrs. Carol Edgar, Conference Organiser, Faculty of health 
Studies, 74 Canaan Lane, Edinburgh EH10 4TB, Scotland. 
1999 
May 22-26. "Midwifery and Safe Motherhood: Beyond the Year 2000", 
ICM 25th Triennial Congress, Manila. 
Contact: The Secretariat, 25th ICM Triennial Congress, Integrated 
Midwives Association of the Philippines Inc., Pinagiabanan corner 
Ejercito Streets, San Juan, Metro Manila, P.O. Box no. SJPO 175346. 
(Fax: 011-63-2-70-5335) 
(The ICM 26th Triennial Congress in 2002 will be held in Austria). 
Heparin versus Sodium Chloride for Maintenance 
of Peripheral Intravenous Locks 
by Michelle Halleran 
written when a fifth year student at 
Memorial University School of Nursing 
An issue is an issue for one of two reasons: either (a) what 
is known is not well understood, or (b) there is not enough 
known (McCloskey & Grace, 1990, p. 627). 
~ 
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The issue which the writer of this paper has chosen is whether 
it is more beneficial to use heparin flush solution or sodium 
chloride flush solution to maintain peripheral intravascular locks. 
There are two opposing positions on this issue. One 
position states that heparin flush solution is the better method 
for maintenance of peripheral intravascular locks (often called 
heplocks). The other position states that 0. 9% sodium chloride 
(normal saline) is just as effective as heparin flush solution. 
These positions will be discussed in detail within this paper. 
In this paper the writer will debate the different positions 
on this issue and give rationale for why the writer took her 
particular position on this issue. The writer will also give the 
history on this issue and describe how the issue is relevant to 
Canadian nursing, and the Health care System. 
The limitations of this paper include the lack of information 
found in the Canadian literature regarding this issue. Most of the 
literature is from the United States. 
History 
This issue originated as a result of inconsistencies in the 
type and concentration of flush solutions used by hospitals and 
individual nurses. As a result of these inconsistencies people 
began to question whether one flush solution was better or 
necessary in maintaining patency, decreasing phlebitis and 
increasing duration of peripheral intravenous locks. 
Rationale for Position 
A review of the literature provides rationale for both current 
positions on this issue. 
Proponents of the heparin flush solution claim that this is 
the best solution for maintaining intravenous locks since heparin 
is an anticoagulant medication. By preventing clot formation, locks 
can be kept in place for a longer time. This was found in several 
studies including the one carried out by Meyer, Little, Thorp, 
Cohen and Yeast (1995), where "the heparin flush group had a 
significantly longer duration of patency of intermittent IV 
devices, leading to fewer IV site replacements" (p. 435). This 
leads to decreased cost of supplies and decreased discomfort to the 
client. The study by Meyer et al. (1995) was carried out on 
pregnant women who may have a hypercoagulable state because of the 
physiologic changes that occur during pregnancy, therefore the 
results of this study should not be generalized to non-pregnant 
women and men. What effects would heparin flush have on postpartum 
women who are already at greater risk for haemorrhage? The writer 
of this paper did not obtain any literature which addressed the 
postpartum client. However there is evidence that heparin, even in 
small amounts can increase the client's risk of haemorrhage. "Even 
low dose heparin can alter coagulation and cause heparin-induced 
thrombocytopenia" (Kleiber, Hanrahan, Fagan & Zittergruen, 1993, p. 
409). 
There are people who are concerned about the effects heparin 
flush solution has on activated partial thromboplastin time (PTT) 
and prothrombin time (PT) • Studies that favour heparin flush 
solution show that this flush does not effect PTT or PT values if 
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the first 5 ml of blood drawn from the heplock are discarded before 
the sample is taken. As cited by Ouellet and Elsner (1992) "the PT 
and PTT results of blood drawn from arterial lines were accurate 
under two conditions: (1) when the patient was not fully anti-
coagulated, and (2) if five times the dead space was withdrawn and 
discarded before obtaining the blood sample" (p. 34). Is this a 
good practice? What effects does this practice have on clients who 
require frequent blood sampling? The writer of this paper found no 
literature which addresses these questions. 
Another reason why heparin flush solution has been recognized 
as the flush solution of choice is because it is the solution which 
has been most widely used since the introduction of heplock 
devices. Is this reason enough to assume that this is the best 
flush solution? Does this practice reflect the fear of change? 
There is also the question of using heparin flush solution 
when heparin is incompatible with many medications that are 
administered through the heplock. Proponents of heparin flush 
solution rectify this situation by flushing the heplock with sodium 
chloride before and after administering the medication and then 
flushing with the heparin solution. Although this practice may 
prevent complications, it increases the cost of supplies as well as 
the amount of nursing time required to administer a medication. The 
use of sodium chloride as a flush solution eliminates the risk of 
medication incompatibilities as well as reduces the cost of 
supplies and nursing time needed. "Elimination of heparin in the 
routine flushing of locks would avoid the problem of physical 
incompatibilities, reduce the cost of flush materials and simplify 
nursing procedures" (Weber, 1991, p. 405 ). 
The points discussed thus far are the major points revealed in 
studies supporting heparin flush solution. Next the writer will 
discuss the findings revealed in the studies that support sodium 
chloride flush solution. 
Many studies (Goode et al., 1991; Hilton, 1994; Kleiber, 
Hanrahan, Fagan, & Zittergruen, 1993) have been conducted on this 
issue which support the use of sodium chloride as the flush 
solution of choice for maintenance of peripheral intravenous locks. 
In these studies sodium chloride was just as effective as heparin 
flush solution and no difference was found in the prevention of 
phlebitis, maintaining patency, or the duration of the locks. Other 
studies (Dunn & Lenihan, 1987; Tuten & Guelder, 1991) found that 
when heparin flush solution was used there was a greater incidence 
of phlebitis and leaking at the intravenous (IV) site • This 
increased the number of times the peripheral line had to be 
restarted, which in turn increased cost. Can this increase in cost 
be justified when numerous studies show that sodium chloride is 
just as effective and does not show any increased incidence in 
phlebitis or leaking at the IV site? 
As discussed earlier, sodium chloride flush eliminates the 
risk of drug incompatibilities associated with heparin flush. Not 
only does sodium chloride reduce cost in this situation, it also 
reduces the risk of an error occurring that could have dire 
consequences for the client. There is also the risk of 
-• 
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hypersensitivity with the use of heparin flush, as well as 
complaints of a burning sensation. Sodium chloride solution does 
not appear to cause these conditions, thus there is increased 
client safety and comfort with its use. "Using saline also 
eliminates the occurrence of irritation interactive and allergic 
effects of heparin" (Hilton, 1994, p. 64). 
Other risks associated with the use of heparin flush solution 
are heparin-induced thrombocytopenia and thrombosis syndrome 
(McAllister, Lenaghan, & Tosone, 1993, p. 307). These risks are 
dramatically reduced, or even eliminated with the use of sodium 
chloride solution. There is also the increased risk of introducing 
infection when using multiple flushes during administration of 
medications which cause multiple breakages in the system. "Changing 
the flush solution from heparin to NS would reduce the risk to 
patients of infection associated with breaks in the integrity if 
the IV system" (McAllister, Lenaghan, & Tosone, 1993, p. 309). 
Studies carried out with paediatric clients also support the 
use of sodium chloride flush solution. There has been some 
controversy about whether sodium chloride would maintain patency of 
IV locks in children, especially those under one year old. The 
study reported by Kleiber, Hanrahan, Fagan, and Zittergruen (1993) 
showsthat sodium chloride is effective for paediatric clients for 
more than 28 days (p. 409). 
Considering the risks and benefits of using each flush 
solution the writer of this paper concluded that 0. 9% sodium 
chloride has more benefits than risks as compared to the heparin 
flush solution and should be the flush solution of choice for 
peripheral intravascular locks. This position comes, not only after 
a review of the literature, but from personal experience. While 
working in the clinical setting, the writer has used both flush 
solutions. She has found that the heparin flush does indeed cause 
some discomfort to clients. Clients have commented that having the 
lock flushed with heparin is worse than getting the IV inserted. 
This caused some concern for the writer, is it really necessary to 
cause any additional discomfort or pain to clients? 
The writer has also noticed that heplocks appeared to become 
infiltrated more often when heparin flush was used. Could this be 
caused by damage to the vessel walls or surrounding tissue from the 
heparin solution? This could be a contributing factor since 
"heparin is a potent anticoagulant with a number of serious local 
and systemic side effects, including local tissue damage" (Tuten & 
Guelder, 1991, p. 63). 
When comparing the financial costs it is found that sodium 
chloride is more cost effective to use as there are "fewer supplies 
required and less preparation time for the nurse or person carrying 
out the procedure [which] cannot be ignored" (Hilton, 1994, p. 65). 
Therefore, both the monetary costs and the costs associated with 
decreased nursing time required for the administration of the 
sodium chloride flush solution impacted the writer's position on 
this issue. 
The writer conducted a telephone survey to find out the policy 
of hospitals in the st. John's area. Currently their policy is to 
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flush with sodium chloride. The Association of Registered Nurses of 
Newfoundland (ARNN) does not have a position statement on this 
issue at the time of writing this paper (March 1996). The writer of 
this paper also asked individual nurses how they felt about the use 
of sodium chloride versus heparin flush. Most nurses said that they 
found the sodium chloride much more effective, although some nurses 
found that more restarts were necessary with the use of sodium 
chloride. An example of this was reported in the most recent issue 
of the ARNN ACCESS where the opinion of nurses working at the 
General Hospital was as follows: "numerous complaints regarding 
loss of patency following the use of normal saline" (Smith, 199·6, 
p. 7). This problem appeared to be resolved when the positive 
pressure technique was used. "This technique requires the 
withdrawal of the needle while injecting the last 0.5 cc of saline, 
and prevents backflow of blood into the device" (Smith, 1996, p. 
7) • This article shows that the problem may not lie with the 
solution itself but with the technique used. 
The writer holds the position that it is unnecessary to use 
the heparin flush when it is associated with many undesirable side-
effects when sodium chloride is just as effective without negative 
side-effects. 
Impact on Nursinq and the Health care system 
This issue raises the question of how does each different 
practice effect the quality of patient care? As nurses we must 
ensure that quality patient care is being delivered. From the 
literature it appears that quality patient care is increased when 
sodium chloride is used as the flush solution since it has fewer 
risks and more benefits for the patient. Using heparin flush 
solution places more demands on the nurses' time. When nurses are 
really busy the risk of an error being made is increased. 
The biggest implication that the issue has for the health care 
system is cost. At a time when there are severe budget cuts 
occurring it does not make sense to use heparin flush, with it many 
costs, when sodium chloride is cheaper and safer to use. 
Summary 
Heparin flush solution has been used for many years to 
maintain patency in peripheral intravascular locks. With this 
solution comes many concerns such as drug incompatibilities, time 
it takes to do multiple flushes, increased cost, risk of 
thrombocytopenia, and effects on PT and PTT. Sodium chloride flush 
solution does not carry the risks associated with heparin flush. It 
is just as effective and saves time and money. 
Although many studies have been carried out to debate this 
issue, there appears that some controversy still exists. Policies 
are changing in hospitals to specify the use of sodium chloride to 
flush IVs. As pointed out, in various studies and in this paper, 
sodium chloride appears to be the solution with the least risk and 
most benefits to the clients. It also has some convincing benefits 
for nursing and the health care system, especially with regards to 
time and money, which are vital concerns during these tough 
economic times. 
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Conclusion 
The writer of this paper has attempted to debate the opposing 
positions on this issue by giving the advantages and disadvantages 
of each. There is little written in the literature about the 
disadvantages of using sodium chloride as a flush solution for 
peripheral intravascular locks. 
The writer of this paper holds the position that 0.9% sodium 
chloride should be the flush solution of choice for maintaining 
peripheral intravascular locks. It has the least amount of risks 
and discomfort for clients, simplifies nursing procedures and 
carries the least amount of cost to the health care system. 
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December 11, 1996 
DRINKING WATER MATERIALS SAFETY ACT INTRODUCED TODAY 
OTTAWA - Health Minister David Dingwall today tabled in the House of Commons, 
Bill C-76, the Drinking Water Materials Safety Act, to prevent the sale and import of unsafe 
drinking water materials in Canada. 
"This Act will provide enforceable national health standards for all materials that 
come into contact with drinking water," said Minister Dingwall . "It will assist provincial. 
regional and municipal decision-makers in the purchase of safe drinking water materials ." 
This legislation will protect the health of Canadians by establishing nation-wide 
standards for treatment chemicals added to water, materials that come into contact with water 
from the point of collection to the point of distribution and water treaonent devices used in 
the home. 
"The Drinking Water Materials Safety Act will protect consumers from false and 
misleading health and safety claims about drinking water devices. '' said Minister Dingwall. 
"This Act goes a long way to maintaining and improving the health of Canadians." 
Materials covered by this legislation will be certified by accredited third-party 
organizations. Hannonized standards will result in a level playing field for industry and 
increased market opportunities. 
In the course of preparing the Drinking Water Materials Safety Act, Health Canada 
consulted with the public health sector, industry associations and professional associations to 
identify the most effective means of maintaining safe drinking water materials for Canadians 
without putting an unnecessary burden on industry . These consultations will continue to 
allow the various sectors the opportunity to contribute to the construction of a framework 
that will achieve the goals of the Act. Once the legislation receives Royal Assent, the 
regulatory framework will be phased in over a two-to-five-year period. 
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Attachment: Infonnation sheet on the Drinking \Vater ~1aterials Safety Legislat ion 
N. B.: Copies of the bill can be obtained by call ing (819) 956-4800. 
I nfonnation: Egalement disr ·:: nible 
\.-Ionette Hache 
Health CJnada 
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en trJ!"'.~JlS 
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...... Pt<*ttan Oil teton 0**111 dlla 
awe iJNIICtoft dill_. 
Food [)Uectorllle 
Baarina Buildiq (l203A) 
Tuaaf:y' t Puture 
Oaa~ Oawio 
ltlA OU 
December 9' 1996 
To: lala'eslcd Panics 
Subject: Optional folic Add Fortific2tioo of Enriched Flour aad P:asu 
Earlier dlis ye21. the U.S. Food and Drug Administration published a fmal 
rule requiring me manctacory fonification of enricbed flour and enricbcd pasta with fo~ic actd. 
Tbe effcaive dare of tbi.s oew regulatiao is Jan•ary 1. 1998. bowcver. tbe U.S. food industry 
bas alrady bqUn co fortify foods with folic acid~ 
1n June. 1996. the Food Directorate issued proposals to fortify flour and 
enriched pasta with folic acid and to ha.rmoruze the enrichment of flour wtth the Uruted 
Surcs. Support for these proposals was recetved from Jll respondents from mdustry. the 
health sector and consumers. Proposed regulJtory :unendments are now proceeding to 
publiC300D Ill Part I of tbe Canacb Gazette . 
The rapid implementation of the folic actd forttfication in the United States is 
threatening to disrupt the oonn.aJ two-way flow of product across the border. ln response to 
represetbtioos from tbe affected iodu.stry . it was decided to proceed with an interim 
regulatory amendment to permit the optional fortification of flour and pasta with folic acid up 
to the level to be required in the United StateS. 
Accordingly. on December 6. 1996. the Food and Drug Regulations were 
amended as foUows: 
1. 
(B) 
2. 
Item 
4 . 
Oa•w: B.lJ.OOl(t)(n)(B) of tbe Food and Drug Rtgulationr is replaced by the 
followmc: 
not less than 0.04 and oot more than 0. 15 milligram of folic acid. 
The portion of item .& o( the uble to section 8.13.052 of the Regulations in 
column mz is replaced by the following: 
Column m 
:\la.'rimum Amount per 100 g of Alimentary Paste 
0 .27 mg 
The~ amendmems come into effect .rnrr.t!dJJtely md wtll be published in the 
C.ma~a G:z:ne Part II on December ~5 . 19'j6 . For n c re miormauon -:onuct Enc Dnscoll 
at 61..,-95 ' --'841 or [nrcmet: Eric_Dnscoll~t.sdtcp3 h~c . .:J 
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ICN 21sT QuADRENNIAL CoNGRESS . 
Cll 21 EME CONGRESS QUADRIENNAL 
CIE 21° CONGRESO QUADRIENAL 
SHARING THE HEALTH CHALLENGE 
LA SANTE, UN DEA A PARTACER 
COMPARTIENOO EL DESAAO DE LA SALUD 
VANCOUVER, CANADA 15-20 }UNE 1997 
REGISTRATION FORM 
ONE REGISTRATION FORM PER ACTIVE PARnCIPANT! 
Complete and send the original form with payment to: 
Canadian Nurses Association 
50 Driveway, Ottawa ON K2P 1 E2 
or fax to: (613) 237-3520 • or phone: (613) 237-2133 or 1-800-361-0804 
A. Participant 
Last Name: _______________________________ ___ First Name:----------------------------------
Place of Employment: _______________ _ Position in the institution: 
(For students. name of school) 
Address: _____________________________ ___ City: 
Province: _______________________________ _ Postal Code: 
Telephone: __________________________________ ___ Fax: 
------------------------------------------
ED Education Your current position primary relates to: 
(Please circle the appropriate letters) HS Management of health services 
RE Research 
ST Student 
Employment Status: (Please check appropriate box) 
NS Management of nurses' services 
SP Policy and healtf'l service planning 
AS Association function 
CP Clinical practice 
0 Other (Specify) - -----------------
0 Full-time 0 Part-time 0 Not employed 
Name of your national nursing association: _____ C-_v=i_~_v=i_d_,_· v=i_~--~-\.,...4-~---- ::::>--A_ .._e.._~ _____ ,_· v=i_-Y _ ,_·~-----------
(To be completed by CNA) 
Signature of the CNA President or the Executive Director 
(This form is not valid without this signature) PLEASE PRINT 
Name: ____________________________________ __ Title: 
Date: Signature: 
B. Scientific Sessions 
Area of special interest groups: Srna:l open discuss1on. One language sessron only Once sess1on per part1c:pant c RLCE THE CORRESPONDING NL~BE~ \ 
1. Ethicists 6. Theorists 
2. Stewards. Workplace representatives 7. Researchers 
3 . Ch1ef nurses of minrstry of health 8. Historians 
4 . Nurse practttloners;Ciinlcal specialists 9. Regulators 
5 . Staff of nat tcnal nurs1ng associat ions 10. Lawyers 
C ANADIAN NURSES ASSOCIATION 
11. 
12. 
13. 
14. 
15. 
Classifications groups/Nursing diagnosis 
Nurse entrepreneurs 
Nurse authors 
Ed1tors 
Nc;e 
50 Dn~ ~ .·.ay. Ottawa. ON Canaca ,:{2P 1 E2 
t6 13 ) 23~·2133 4 ·300·36 1-8404 Fax: 1613· ~3 ;"-352'] 
"-. \\ T ~ ' · \ - . . . ·. .. I 3 
Main Sessions: (Circle the corresponding letter:) 
Wedneaday morning, 18 June: 
A. International Partnership B. 
in Nursing Education (interpretation) 
Thursday morning. 19 June: 
D. The AIDS Pandemic: E. 
Where are we now? (interpretation) 
Friday morning, 20 June: 
G. Nurse Entrepreneurs: H. 
Challenges. Rewards and Dangers 
C. Registration Fee 
Deadline for receipt by CNA: 
CNA member 
Non-member· 
Student•• 
Research into Nurses' Wortdife: C. 
Perspectives and Applications (interpretation) 
Nurses' Participation at 
the End-stage of Life (interpretation) 
The Effect of Skill-mix on 
Patient Outcome (interpretation) 
Early Registration 
until 14 February, 1997 
500 (CHF) I $570 (Cdn) 
720 I $820 
135 I $155 
F. 
I. 
Paying for Health Care: 
Trends. Politics and Policies 
Professional Progress and 
Workplace Advocacy (Interpretation) 
Debate 
(interpretabon) 
Late Registration 
from 15 February to 17 April 1997 
700 (CHF) I $795 (Cdn) 
920 I $1,050 
195 I $220 
Accompanying person(s) (for non-nurses only) 130 I $150 150 I $175 
• Canadian RNs who are not members of the Canadian Nurses Association. nursing 
assistants (RNAs. LPNs) ex psychiatric nurses (RPNs) TOTAL in Swiss francs: ___ _ 
•• Only students in basic nursing programs are eligible. Proof of full-time student 
status is required. TOTAL in Cdn dollars: ___ _ 
D. Payment 
Payment by: 0 MONEY ORDER (Please make payable to Symporg SA, Geneva. Switzerland, drawn on Swiss Bank if 
paid in Swiss francs, or on a Canadian bank if paid in Canadian funds) . 
0 BANK TRANSFER (Please make payable to Symporg SA, Union Bank of Switzerland, Geneva. 
Switzerland. Account number; 481 843 70 A - Ref. ICN.) (Please proVJde a copy wrth your reg1strat1on form.} 
CREDIT CARD (ONLY in Swiss francs) :J American Express :J Eurocard/MasterCard :J VISA 
Card number: - --------------- Expiration date: 
Cardholder name: Signature: _________ _ 
Cancellation and Refund: 
For cancellations, a refund of fees, (less CHF 80 for administrative charges) may be applied for in writing until1 March 1997 
to the Administrative Secretariat, Symporg SA, It is regretted that after this date, no reimbursement of fees can be made. 
E. Remarks 
Release and Waiver of Liability: 
In consideration of my participation in the ICN 21st Quadrennial Congress. I do hereby release. discharge.and hold harmless the Association. its 
members, officers, directors. employees and Administrative Office, Symporg SA, from any and all liability by reason of any damage. loss, expenses. 
or injury arising from my participation in this event, including that caused solely or in part by the fault (including but not limited to negligence, 
gross negligence, and recklessness) of the above named parties. This Release and Waiver of liability shall be binding on my heirs, executers, 
administrators, successors and assigns. 
I HAVE READ THIS RELEASE 
Pface and date. 
-------------------------------------------
Signature: ---------------------
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NEWFOUNDLAND and LABRADOR MIDWIVES ASSOCIATION 
FEBRUARY 1997 VOTING FORM 
(To be received before February 28, 1997) 
. 
Executive committee. People are urgently needed to fill the 
following positions as a bank account has to be opened. Both the 
nominator and the nominee have to be paid-up members and to be on 
the executive the person nominated has to be a midwife according to 
the International Definition of a Midwife. As there is no current 
licensing in this province they can not be actively licensed to 
practice. (Self nominations are accepted). 
Position Person Nominated Agrees Nomina tad by: · 
President 
secretary . 
Treasurer 
. . • See Const~tut~on and Bylaws (1994) for dut~es of the ~ncumbents. 
The Executive Committee will probably find that they need to be in 
one geographic location as Banks require two signatures for cheques 
and the secretary needs to be present for meetings. 
Is a Newsletter still needed as a communication link? Yes No_ 
Chapters require five or more full (midwife) members (employed/ 
retired/unemployed) of the Association who can physically meet 
face-to-face at one site (Constitution #5). If you propose to form 
a Chapter list the names of paid-up full members, and mailing 
• • address to be used for correspondence. Any Chapter could form the. " 
Executive for the NLMA if they wished to nominate the officers for ... _ 
this. 
Name Address Telephone No. 
1. 
2. 
3. 
4. 
5. 
6. 
. . _. _. My appl1cat1on for membersh~p 1n the Newfoundland and Labrador 
Midwives Association is attached: 
Signed: Date: 
send to Pearl Herbert, c/o School of Nursing, Memorial University 
of Newfoundland, st. John's, NP AlB 3V6 
To be received before 3 pm, Friday, February 28, 1997. 
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NEWFOUNDLAND and LABRADOR MIDWIVES ASSOCIATION 
APPLICATION FOR MEMBERSHIP 
1997 
Name: 
(Print) (Surname) (First Name) 
All Qualifications: 
Full Address: 
Postal code: 
Telephone No. 
(work) 
E-mail Address: 
Work Address: 
Area where working: 
Retired: 
Unemployed: 
Telephone No. 
(home) 
Fax No. 
Student: 
List of Organizations of which you are a member (the Association 
receives requests from various organizations for representatives to 
review articles, a ttend conferences, be on committees). Your name 
would not be forwarded without your consent. 
Provincial: 
National : 
-------------------------------------------------------------
International: 
I wish to be a member of the Midwives Association and I enclose a 
cheque/money order from the post office for: $ __ . -----------
(Cheques/money orders only (no cash) made payable to the 
Newfoundland and Labrador Midwives Association). 
Membership for midwives is $30.00 (as this include s the Canadian 
Confederation of Midwives fees which the Associat ion has to pay) • 
Membership for those who are not midwives is $15.00 . 
Membership f or those who are unwaged is $10.00 
Membership for those who are residing outside of Canada $40 
(to cover the c ost of the extra postage). 
Signed: Date: 
Return t o: Pearl Herbert, cfo School 
University of Newfoundland , St. John's, NF 
of Nursing, 
AlB 3V6 
Memorial 
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